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"Patients will be at the heart of everything second, there will be a
relentless focus on clinical outcomes Third, we will empower health
professionals" (Department of Health [DoH], 2010, p .l). In the changing 
economic climate, these are the bold words that dominate the National 
Health Service [NHS] today and denote some of the significant changes the 
NHS has undergone and will undertake in future years. As a result, the 
future role of health professionals is in question.
As a trainee clinical psychologist with future employment at the 
forefront of my^ thinking, such questioning is of the upmost importance. 
The practice of clinical psychology is argued to be almost synonymous with 
the NHS (Kennedy & Llewelyn, 2001) because training and employment 
are largely funded and sought through the NHS. This raises the concern over 
how the profession can meet the needs of its employer and maintain its 
value such that it will continue to be sought after to meet the health needs of 
the population.
Thinking about what skills a clinical psychologist will need to have 
to work effectively in an ever changing environment, led to the current 
essay title being chosen. Thus, this essay will include an exploration of the 
current NHS and how clinical psychology can make a distinctive 
contribution to its management and operation. The second part o f this essay 
will focus on the main areas clinical psychology should concentrate its 
efforts in the future in order to maintain its identity and effectiveness as a 
distinct profession.
It is important to note that because I am a trainee clinical 
psychologist, the writing of this essay has been influenced by my position of 
agreement with the core underlying principles o f the profession and what 
impact this can have on NHS care. As such, the areas I have chosen to 
discuss in this essay do not cover all of the contributions clinical psychology 
can make, but reflect the areas that I feel are most pertinent and defining. As 
such this essay will focus on the areas of research, assessment, formulation 
and intervention, and leadership. Although there are difficulties translating
 ^The first person is used to exercise reflection and to denote my personal opinions from 
theory and research.
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these skills into NHS practice, efforts need to concentrate on these areas in 
order to raise the profile of clinical psychology and increase the professions 
positive influence on NHS care.
Today's NHS
An accurate description of the NHS cannot be ascertained without 
first considering the financial situation of Britain. Over the past few years, a 
crippling deficit in government funds has led to workforce cuts and dramatic 
changes to government spending. This has somewhat driven a move towards 
increased transparency, with services forced to account for quality and 
results (DOH, 2011). The tightening of funds has seen the birth of new 
directives such as payment by results, target and evidence based outcomes. 
A shift flom government to local power has seen the establishment of 
Foundation Trusts and General Practitioner Consortia. This means that the 
responsibility for the commissioning of services is increasingly held by 
local level authorities and professionals (DoH, 2009; DoH, 2011).
Such moves have created a new culture in the NHS that is centred on 
professionals having to demonstrate their cost benefit by marketing their 
skills and effectiveness (Mowbray, 2010). Whilst this may be viewed by 
some as negative to the workforce (Cate, 2008), this new culture also 
embraces fairness and equality in the delivery of services. Services are 
urged to take a patient-centred approach meaning more choice for patients 
and care tailored towards their individual needs (DoH, 2011).
Reports such as New ways o f Working (National Institute for Mental 
Health in England [NTMHE], 2007) and Agenda for Change (DoH, 2003) 
aim to create a more integrative workforce that encourages professionals to 
work together to provide good quality patient care. However, it is 
additionally argued that roles within the NHS are becoming increasingly 
generic and with the tightening of resources, may result in professionals 
competing with each other for jobs (Cate, 2008). It is thus evident that the 
state of the current NHS is in a volatile situation.
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Clinical Psychology’s Distinctive Contribution to the NHS
Bom out o f the medical model, clinical psychology has evolved in 
response to the changes in the social and political context (Kennedy & 
Llewelyn, 2001). No longer do we live in a culture where 'doctor knows 
best’, but rather there is a growing emphasis on service user and carer 
perspectives (Kennedy & Llewelyn, 2001). As the NHS has changed to 
meet the new demands upon it, it is argued that clinical psychology needs to 
're-situate’ itself in this new environment (Cate, 2008) and this can only be 
made possible by knowing how the profession can effectively contribute to 
healthcare (Miller, Morgan, Deleon, Penk & Magaletta, 2006).
This section has been divided into three key areas that I think serve 
as the most distinct contributions clinical psychology can make to the NHS. 
Each area will be discussed in consideration of the current state o f the NHS.
Research
Derived from medical practice, science is at the root of clinical 
psychology. Many argue that the 'scientist practitioner’ approach, through 
which clinically relevant information is drawn from rigorous and scientific 
research, is what distinguishes us from other professions (Roberts & Ilardi, 
2003). Many earlier clinical psychologists came flom a background of 
natural sciences, applying their scientific rigour to clinical problems and 
needs. Today, the training of clinical psychologists has a strong emphasis on 
combining academic, research and clinical skills.
It is asserted that the systematic and empirical approach clinical 
psychology takes to the understanding of human functioning is the 
professions most defining contribution (Huey & Britton, 2002). In 
comparison to other professionals, clinical psychologists have three distinct 
sectors to their roles. Firstly, clinical psychologists draw upon research 
findings to advise clinical practice. Secondly, they actively evaluate their 
practice and thirdly they combine their clinical and research knowledge to 
produce new research findings that they then disseminate (Barlow, Hayes & 
Nelson, 1984).
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Such a research process involves research informing practice, but 
also practice informing research. This is considered a defining contribution 
in comparison to many other professions, because clinical psychologists are 
able to undertake applied research in real terms rather than be confined to 
the laboratory room (Roberts & Ilardi, 2003). However, it is argued that the 
translation o f these ideals into practice is limited. Literature suggests a poor 
history of research productivity amongst clinical psychologists, with the 
divorce o f the 'scientist’ and the 'practitioner’ becoming ever more 
paramount (Pilgrim & Treacher, 1992). This poses the question over 
whether clinical psychologists wrongly rely upon their scientific roots to 
promote their professional identity against other health professions.
The reality is that the average clinical psychologist is not actively 
involved in research and indeed relies more on their clinical experience 
rather than literature to direct clinical practice (Pilgrim & Treacher, 1992). 
Many productive researchers are not widely involved in therapy and the 
level of research activity can be considered a career pursuit to higher grade 
positions (Pilgrim & Treacher, 1992). Furthermore, organisational 
constraints are likely to impact on research consumption, as it is considered 
timely and costly and thus not prioritised in the already busy schedule of a 
clinical psychologist.
The latter argument is pertinent to the current NHS where it has 
already been noted that funding and resources are tight. It may then be 
argued that what has historically been considered the defining contribution 
of clinical psychology may have little impact in actual practice and indeed 
the current culture of the NHS. However, the term research is often ill- 
defined in literature and if  extended to audits and service evaluation may 
better encompass the distinctive work a clinical psychologist can undertake. 
This is particularly important in today’s NHS such that clinical 
psychologists can be employed to undertake meaningful service evaluations 
and audits, in line with increasing demands from clinical governance 
(Thomas, Turpin & Meyer, 2002).
It is also argued that clinical psychologists’ exploration of human 
development and processing will be able to inform preventative treatments 
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in addition to therapy (Smith & Sulns, 2004). This highlights a clinical 
psychologist’s ability to anticipate needs and have a clear vision for the 
future (Miller et al., 2006). Through research and practice clinical 
psychologists are able to track trends and evaluate this against their growing 
understanding of human functioning to create innovative theories and 
therapies that will be able to both prevent and meet the needs of the future 
clinical population. This suggests that clinical psychologists can make a 
meaningful contribution to current NHS initiatives towards preventative 
care and health promotion (DOH, 2009; DOH, 2010).
Overall, this section indicates that clinical psychologists are able to 
make a defining contribution to the NHS through their scientific and 
research skills. Such skills can be used to create, define and evaluate care 
interventions and ensure the NHS is responding appropriately to scientific 
advances. Most importantly, clinical psychologists are able to use a 
scientific approach to work through a clinically meaningful research process 
rather than an arbitrary one, as many other professions do. Indeed, many 
have argued that unless clinical psychologists continue to draw upon their 
scientific foundation, the profession would be indistinguishable flom 
generic counsellors (Touyz, 1995). This demonstrates the pertinence of 
science to the profession of clinical psychology and highlights the 
importance of finding ways through the difficulties of translating policy into 
practice to ensure it continues to be a central tenet o f psychological work.
Assessment, form ulation and intervention skills
A clinical psychologist’s assessment, formulation and intervention
skills are seen as central to the role of the profession and serve as a defining 
contribution to what can be offered in the NHS. This section therefore 
examines the variety of assessments clinical psychologists can undertake in 
comparison to other health professionals. It offers ideas regarding the 
defining therapeutic skills clinical psychologists have and how these can be 
used to create individual and meaningful formulations and interventions.
Clinical psychologists are often relied upon to undertake in-depth 
assessments and measure the strengths and weaknesses of clients (Huey &
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Britton, 2002). This is oAen through cognitive neuropsychological testing 
and standardised assessment tools. Such tools are particularly useful in 
complex cases when queries cannot always be answered in medical terms or 
referring to a diagnosis, and an assessment of psychosocial influences and 
the individual’s profile and experiences need to be considered (Smail, 
1995). It is thus a clinical psychologist’s ability to asses in a holistic way 
drawing together behaviour and the social context that enables the 
profession to make a defining contribution to NHS care.
Recently however, with the birth o f new initiatives such as 
Improving Access to Psychological Therapies [lAPT] (Layard, Clark, 
Knapp & Mayraz 2007; London School of Economics [LSE], 2006), a new 
workforce is being created that aims to assess and treat for psychological 
difficulties, but in a more cost-effective way. These psychological well­
being practitioners may be seen as a ‘cheaper alternative’ to clinical 
psychologists, undertaking evidence-based practices to promote well-being 
and get people back into work. Some feared that it could overshadow 
clinical psychology in respect of cost-benefit advantages; however this has 
not proved to be correct (Marzillier & Hall, 2009). LAPT has been criticised 
for promoting Cognitive Behavioural Therapy [CBT] as a ‘panacea’ for all 
mental health difficulties, which may see people turning away flom all 
psychological services if results are not seen (Marzillier & Hall, 2009). 
Furthermore, lAPT is largely limited to the assessment and treatment of 
anxiety and depression and is aimed at a primary care level, thus not 
accessing a sizeable proportion of the clinical population.
In light o f this, clinical psychology’s contribution is increasingly to 
assess and treat more complex cases at secondary and tertiary care levels. 
More importantly, it is a clinical psychologist’s ability to draw upon a range 
of theories, models and tools that defines their contribution to medical care 
(Huey & Britton, 2002; Mowbray, 2009). Clinical psychologists adopt a 
flexible approach to assessment and intervention, tailoring care packages to 
suit the individual needs of a client. This is in comparison to many other 
therapists and health professionals who merely treat the clinical symptoms 
rather than the whole person. As in the case of lAPT, clients’ difficulties can 
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be seen as being ‘squeezed’ into set models that may be inappropriate and 
unhelpful (Marzillier & Hall, 2009). Providing fixed care models may 
damage the therapeutic relationship, which is the foundation to effective 
assessment and treatment (Sanders & Wills, 2008) and may deter clients 
flom accessing services in the future (Marzillier & Hall, 2009).
The importance o f a holistic and individual approach is evident &om 
service user and carer comments. For example, Rufus May (2011a; 2011b) 
has tirelessly campaigned for the reduction of drugs and diagnostic criteria 
and urged health professionals to relate to the whole person, clinical and 
non-clinical aspects, in order to treat clients effectively. This drive for 
patient-centred care is also apparent in recent DoH Publications, which have 
stipulated that clients need to be able to make informed choices and be at 
the ‘heart’ o f their care (DoH, 2010).
It is argued that clinical psychologists are able to respond to this 
initiative through their therapeutic relationships with clients. A clinical 
psychologist’s focus is not just on the assessment and reduction of 
symptoms, but the establishment o f a warm and empathie relationship where 
the client can experience a positive relationship (Rogers, 1961). Clients will 
often not remember the details of their care, but they will remember the 
positive support they received and may be able to use this to build future 
positive relationships (Yalom, 2002). This thus has positive implications for 
relapse prevention (Beck, 1995) and cost implications for the NHS.
Furthermore, literature suggests that the effectiveness of care is often 
not in the utilisation of specific techniques, but in the positive experience of 
a sound therapeutic relationship (Beck, 1995). This highlights the complex 
interpersonal influences that are present in psychological difficulties. 
Determined protocols used by other health professionals undertaking 
psychological work with clients, may not address these influences, arguably 
limiting the effectiveness of treatment. Thus, it will be important for clinical 
psychologists to draw on their training, experience and skills to increase 
other professional’s awareness o f the complex psychosocial influences to 
improve the quality of NHS care.
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Another way that clinical psychology significantly contributes to 
NHS care is through formulation. Alongside assessing and establishing 
therapeutic relationships, clinical psychologists are trained to make sense of 
an individual’s difficulties through formulation. Formulation can be defined 
as the synthesis of information to create hypotheses about a client’s 
difficulties and how they may have arisen (Johnstone & Dallos, 2006). This 
is different from other health professions, as a psychological formulation 
will draw on a variety of sources and include information about both the 
client and their significant others to provide a holistic overview (Johnstone 
& Dallos, 2006).
Literature suggests that formulation is the process that draws 
together the ‘scientist’ and the practitioner’ to identify a meaningful and 
relevant approach to clinical practice (Johnstone & Dallos, 2006). However, 
there is little evidence for its scientific validation and reliability (Bieling & 
Kuyken, 2003), suggesting that it is not always a helpful contribution by a 
clinical psychologist. Be that as it may, service users have argued that if 
formulation is undertaken in partnership with the client it can help 
individuals to make sense of their experiences, a crucial part in the recovery 
process (May, 201 la). Furthermore, it is difficult to validate a process that is 
bom out o f the unique relationship between a client and a therapist 
(Johnstone & Dallos, 2006). Individuals interact in varying ways, and 
rightly or wrongly this may result in varying formulations.
Alongside assessment and formulation, clinical psychologists make a 
defining contribution through the interventions they offer to the clinical 
population. As aforementioned, clinical psychologists train both as a 
‘scientist’ and as a ‘practitioner’ and this is reflected in their work. For 
example, clinical psychologists play a key role in the development of, and 
adherence to evidence-based interventions (Smith & Sulus, 2004; Huey & 
Britton, 2002). This means that clinical psychologists can contribute to 
creating a plethora of evidence-based practices that may not only match the 
NHS needs in terms of cost reduction but also hold clinical significance and 
meaning for clients (Kendall, 1999).
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This is reflected in the development of ideas such as family 
interventions. During the 1960s and 1970s psychological research suggested 
that family environments, particularly those with high expressed emotion 
could influence the course of illnesses such as schizophrenia (Brown, Birely 
& Wing, 1972; Askey, Holmshaw, Gamble & Gray, 2009). Such findings 
aided the development o f family interventions, evaluations o f which have 
indicated that they help not only the individual with schizophrenia, but also 
decrease carer burden and family stress (Askey et al., 2009). They are now 
approved in the National Institute for Health and Clinical Excellence (NICE,
2009) guidelines suggesting the usefulness and significant contribution of 
psychological research to NHS care.
Overall, clinical psychologists offer defining skills in cognitive 
assessments, methods o f formulation and integrative interventions. It is a 
unique profession because clinical psychologists have level HI skills that 
enable them to integrate a range of psychological theories and apply these to 
the assessment, formulation and interventions of complex cases (Mowbray, 
1989). This is in comparison to all other health professionals who are only 
able to apply psychological thinking through fixed treatment packages and 
protocols (Mowbray 1989; 2000).
However, the difficulties of translating and using these level III skills 
in practice can be difficult in an environment that promotes protocols and 
evidence-based practice. The Government is tending to favour 
psychological work that closely follows treatment packages because the 
cost-benefits and effectiveness can be easily evaluated. Such interventions 
do not require a clinical psychologist and thus the role is gradually focusing 
on work with the most complex of cases. Furthermore, this also highlights 
the fact that clinical psychologists must increasingly rely on their other 
specialist skills to demonstrate their defining contribution to the NHS. One 
way of doing this is to examine a clinical psychologists input into the 
training and supervision of other healthcare professionals. This will be 
discussed in the next section.
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Leadership: training, consultation and supervision
Clinical Psychologists operate in various roles including clinician,
supervisor, leader and consultant (Bryon & Hearst, 2005). The later roles 
are said to facilitate the psychological understanding and awareness of 
others in order to improve patient care. Indeed, it is argued that the 
strengthening of psychological skills in other professionals can form the 
‘backbone’ of a service (Bryon & Hearst, 2005). It is thus through these 
roles that clinical psychologists can make another defining contribution to 
the NHS.
Supervision has always been an important part of clinical practice 
(Fleming & Steen, 2004). In the past this has generally been limited to the 
training of fellow clinical psychologists. However, with the move towards 
multi-disciplinary work and with more professionals than ever before, 
undertaking psychological work, it is important that adequate supervision is 
provided for all healthcare professionals.
Supervision within clinical psychology has many facets, 
highlighting the unique contribution it can make to other professions and the 
effectiveness of the NHS as a whole. Literature states that clinical 
supervision not only ensures competence and fitness to practice, but it also 
seeks to personally develop the supervisee through learning and reflection 
(Fleming & Steen, 2004). This is different to other professionals who may 
use it just as a ‘gate-keeping’ procedure and to share clinical responsibility.
Clinical psychologists are able to devise supervision based on 
different therapy models, (Fleming & Steen, 2004) to socialise the 
supervisee to the model and practice techniques to improve their knowledge 
and open learning (Hawkins & Shohet, 2000). Supervision is thus seen as an 
interpersonal interaction where the supervisor attempts to enable the 
supervisee to be more effective within their helping role (Hess, 1980). This 
results in better quality of care and predicts better client outcomes (Bower, 
Gilbody, Fletcher & Sutton, 2006).
Clinical Psychologists are also able to draw on their skills and 
experience of engaging clients to also engage professionals in supervision. 
The establishment of an effective supervision relationship can improve the
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quality and outcome of supervision, as professionals are more likely to feel 
comfortable enough to talk about issues that may reflect poorly on them 
rather than trying to cover these up (Ladany, 2004). In addition, clinical 
psychologists may use reflective practice to help supervisees think about the 
impact their work may be having on them. Literature suggests that this may 
contribute to the reduction o f burnout and workplace stress (Turpin & 
Wheeler, 2008).
Therefore, clinical psychologists can contribute to the effective 
supervision of healthcare professionals. This supervision can contribute to 
the NHS reaching goals including but not limited to; empowering frontline 
services through continued learning and development, driving up standards 
and improving healthcare outcomes (DoH, 2009).
At present, however, there is not a clearly defined framework of 
how clinical psychologists can be involved in the teaching and supervision 
of other healthcare professionals. I feel that this is problematic in that some 
clinical psychologists are not offering their skills to other professionals, 
which is a waste of both their training and their unfilled potential 
contribution to the NHS. Furthermore, it would help ensure that the 
appropriate psychological principles are being applied by other 
professionals and it may strengthen their usage and effectiveness rather than 
using them ad-hoc. This is in line with Government ideas about making 
healthcare more accountable and working to strengthen clinical judgement 
(DoH, 2009).
Promoting psychological understanding though supervision, 
consultation and training, also fits in with Government initiatives to 
strengthen multi-disciplinary and partnership work (DOH, 2009). Under the 
New Ways o f Working (NWW, 2007) ftamework, the Government 
indicated that the NHS should move away from medical hierarchy and 
stated that NHS leadership should be competency-based. This suggests that 
professions can take leadership and clinical responsibility in their area of 
expertise and be able to share their knowledge with their team (NWW, 
2007).
URN: 6116055 19
Clinical psychologists are well-equipped to undertake leadership 
roles. Through a leadership development ftamework, clinical psychologists 
are encouraged to develop a deep understanding of their personal values, in 
addition to an expert knowledge of their clinical skills and an appreciation 
and understanding for the wider context that they work in (British 
Psychological Society [BPS], 2011). Such skills are suggested to be 
important to the development o f leadership, thus an indication of this 
defining contribution of clinical psychology (BPS, 2011).
Overall, with the NHS urging for multi-disciplinary work, clinical 
psychologists will increasingly be needed to assume leadership roles. Their 
training expertly equips them to undertake effective consultation, training 
and supervision within and across teams. It could be argued that the 
profession itself is hindering its unique contribution in this area by not 
providing defined ftameworks through which training, supervision and 
consultation can be administered.
A Personal Reflection on our Efforts for the Future
Clinical psychology arguably faced extinction in the past 
(Management Advisory Service (MAS) 1989) and it could face this again if 
it does not re-evaluate its situation in response to the evolving NHS 
(Mowbray, 2010). Through research and literature I have demonstrated that 
the NHS is fast becoming a market-driven profession, where uncertainty is 
at its highest and professions are for the first time going to have to fight for 
their position and their jobs. In light o f this, I feel that it is time for clinical 
psychology to examine where it should concentrate its efforts in the future 
of the NHS.
This must first be considered in light of the changes that the 
profession itself has faced. Originally, the role of a clinical psychologist 
largely referred to the role of a ‘therapist’ who was deemed responsible for 
the administering of psychological assessments and interventions. However, 
with the move towards generic roles in the NHS (Cate, 2008) and the 
creation o f psychological services such as lAPT, the role of ‘therapist’ is no
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longer unique to clinical psychology. This has led to ambiguity regarding 
the role of clinical psychologists with many considering them to be a more 
expensive option (Cate, 2008).
Today, many within the profession of clinical psychology would 
argue that our role has shifted from therapist to consultant or leader (Turpin 
& Llewelyn, 2009). However this is not always mirrored in clinical practice. 
Research suggests that the average clinical psychologist does not utilise 
their level III skills and spends most of their time undertaking therapy with 
clients rather than embracing consultative and leadership tasks (Mowbray,
2009). The reluctance to take up leadership roles may be partly due to the 
dominance of the medical model within the NHS. Indeed, personal 
experience has shown me that usually medical doctors undertake the 
prominent leadership roles and they are often the profession people turn to 
for consultation.
In spite o f this, clinical psychologists are well-equipped to take on 
leadership roles within the current NHS. The training in integrative skills 
puts the profession at the forefront of being able to offer client choice and 
promote client-centred care, two of the main government initiatives (DoH,
2010). Furthermore, their experience and skills can be utilised to promote 
effective team work and break down barriers across services, lending itself 
to the fulfilment o f the initiative for multi-disciplinary working. However, 
research suggests that the profession o f clinical psychology remains 
ambiguous and my personal experience has indicated that many people do 
not understand the various roles the profession can undertake.
I therefore argue that clinical psychologists should concentrate their 
efforts on raising the profile of the profession. This could be undertaken 
through the uptake of leadership roles particularly within local 
commissioning bodies, as this is where the government is giving more 
power to, to oversee the funding and/or closing o f services. Clinical 
psychologists need to embed themselves in all stages of the NHS, be that at 
a public, managerial and/or commissioning level, in order to promote 
psychological care.
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The DoH (2010) stated that they wanted an "NHS information 
revolution" to occur and I feel clinical psychology should concentrate on 
being part o f this. For example, special interest groups such as those within 
the BPS could coordinate with members of the public to create relevant and 
meaningful information that should be more widely distributed than is 
currently. Different media channels could be used, although ethical 
considerations need to be noted.
With the demand for psychological intervention at an all-time high, 
it is important for clinical psychologists to realise this does not necessarily 
translate to them undertaking the work (Cate, 2008). However, this should 
be seen as an opportunity for clinical psychology to flourish in its leadership 
role as more time can be spent undertaking service improvement and 
consultation, with more psychological work being undertaken by other 
healthcare professionals. Clinical psychologists should concentrate their 
efforts on the training and supervision o f other healthcare workers in the 
deliverance of psychological interventions. This will not only raise 
psychological awareness in other disciplines, but also act as a ‘gate-keeping’ 
measure to ensure fitness to practice.
Whilst it will be useful to raise the profile of psychology through 
leadership and the training and supervision of others, it will also be 
important to continue client assessment and intervention in the most 
complex o f cases. Clinical psychology should concentrate on exercising its 
application of skills in complex psycho-social dimensions of healthcare, 
which other professions are unable to do.
One final area where clinical psychologists should concentrate their 
future efforts is within research. The drive towards evidence-based practice 
provides a good framework for the scientist-practitioner to be remarried and 
driven into daily clinical practice. Evidence within this essay has 
demonstrated that the scientific roots of clinical psychology are currently at 
a risk of being lost, thus losing a unique selling point of the profession. 
Clinical psychologists should shift towards new roles of continuing to add to 
the research base whilst teaching others how to translate these skills into 
clinical practice and improve the quality o f services.
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Conclusion
With the NHS and clinical psychology being largely synonymous 
(Kennedy & Llewelyn, 2001), it is evident that changes within the 
healthcare system will be mirrored with changes within clinical psychology. 
Such changes should not be shied away &om, as the current NHS climate 
provides a much-needed opportunity for clinical psychology to raise its 
"head above the parapet" (Mowbray, 2010, p.2) and promote the 
profession’s unique eclectic mix of skills.
This essay has demonstrated that the profession of clinical 
psychology can make a defining contribution to NHS care through the 
application of integrative clinical skills and a scientist-practitioner approach 
to complex cases. However, it is no longer appropriate for clinical 
psychologists to merely apply these skills with clients, as the time has come 
for clinical psychologists to undertake leadership roles and take the 
responsibility for teaching and supervising other professionals in the 
utilisation o f psychological skills. Furthermore, clinical psychologists must 
utilise their leadership roles to influence NHS policy and the commissioning 
of services to further improve the well-being and psychological 
understanding of Britain’s population.
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Abstract
Psychological treatments that are an effective ac^unct to medication are 
necessary for treating clients with unusual beliefs. CBT has been indicated 
in a number of studies, demonstrating a reduction in positive symptoms 
through belief modification and reality testing. Emerging research suggests 
that acceptance based approaches may be effective at reducing the 
maladaptive behaviours associated with experiencing unusual beliefs and 
resultantly increase daily functioning. However, research is complicated by 
the fact that there is not one specific way to measure the effectiveness o f 
psychological treatments. The present review will explore this issue and 
strong reference will be made to the methodological limitations of current 
research and the need to work within a client-oriented h-amework to 
maximise the effectiveness of therapy.
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Introduction and Declaration of Position
The enduring disability associated with psychosis provides sufficient 
ground for the continuing advancement of effective treatments. Nearly 4% 
of clients with schizophrenia who are adherent to medication are re­
hospitalized each month; a good indication o f the shortcomings of 
pharmacology (Weiden & Olfson, 1995). In light of this, it is imperative that 
research examines the effectiveness of psychological interventions as an 
adjunct to medication.
A defining feature o f psychosis is the experience of unusual beliefs 
and as many as 90% of individuals diagnosed with a psychotic disorder will 
experience these symptoms (Cutting 2003, as cited in Serruya & Grant, 
2009, p.792). Unusual beliefs are linked to high levels of anxiety, distress 
and re-hospitalisation (Serruya & Grant, 2009). However, literature has not 
reached a consensus in the treatment and management of such potentially 
disabling symptoms.
In previous roles, I have had limited experience o f working with 
psychosis and unusual beliefs. Nevertheless, there has often been a strong 
emphasis on helping clients to 'rid ’ themselves o f clinical symptoms and 
modify belief content. Treatments focussed on symptom reduction, can be 
argued to be in line with the National Institute for Clinical Excellence 
[NICE] guidelines (2002; 2009) which stipulate the use o f Cognitive- 
Behavioural Therapy [CBT] for clients with psychosis. However, with the 
rise o f recovery-oriented care, many are calling for treatments to work 
within the client’s own reality, to recover their everyday life rather than 
curing symptoms (Knight, 2010).
Indeed, my current placement at a Rehabilitation and Recovery 
Team has fostered a curiosity into this debate. As a multidisciplinary team, 
there will often be discrepancies amongst different orientations to practice 
and how effective treatments are perceived to be. From this comes a 
curiosity as to how unusual beliefs can be treated effectively. I am 
motivated to understand what literature there is regarding this subject and 
how effective research shows current treatments to be.
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Furthermore, psychosis can refer to a range of disorders, most notably of 
which is schizophrenia. It is suggested that it is best to focus on symptoms 
and assume they are dimensional rather than debate over the conditions that 
make up psychosis (Rhodes & Jakes, 2009). For the purpose of this review, 
I will therefore be drawing on literature that refers to the symptom of 
unusual beliefs; however it should be noted that the m ^ority of this research 
only involves clients with a diagnosis of schizophrenia. Nevertheless, the 
results will be used to examine treatments into psychosis as a whole. This 
review will attempt to amalgamate existing literature in such a way as to 
make meaningful comparisons and an assessment of effectiveness. 
Implications and recommendations for clinical practice will be addressed at 
the end of the review.
Search method
A Boolean search was conducted using the search terms ‘unusual 
beliefs,’ ‘delusions,’ ‘treatment for psychosis,’ ‘CBT’ and ‘ACT’. This was 
carried out using 4 databases^ in conjunction with literature collected as a 
result of cross referencing and from my personal collection. Literature was 
selected based on the relevance of information and availability.
It is beyond the scope o f this review to consider every article or book 
in circulation and it is evident from the literature search that CBT and 
Acceptance and Commitment Therapy [ACT] are currently the main 
treatments researched for unusual beliefs. I have therefore decided to make 
these interventions a primary focus of this review. However, I will also 
acknowledge new research examining Mindfulness as a way of integrating 
elements from both CBT and ACT. I will then briefly reflect on issues 
arising from the Survivor Movement to further examine the effectiveness of 
current treatments and will make reference to implications for clinical 
practice. These issues are important to consider when assessing the 
effectiveness of treatments because they reflect the ideas and views of
 ^PsychlNFO, PsychARTICLES, Google Scholar and EBSCO Host.
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clients who have had personal experience of mental illness and care h"om 
onr National Health Service [NHS].
Defining unusual beliefs
The words ‘delusion’ or ‘unusual belieT are used inter-changeably 
in research. It is advocated that the word ‘delusion’ suggests that there is 
one way of thinking and experiencing the world and anything different to 
this is a misinterpretation and perhaps, wrong (Knight, 2010). Those seeking 
to move away &om this idea and towards working within the client’s reality, 
tend not to concentrate on traditional definitions and criteria but refer to 
different beliefs as ‘unusual’. I think that this provides a better h"amework 
&om which to understand the client’s individual experience and can be seen 
as empowering rather than judgemental. This is supported by client 
experiences revealed from the Survivor Movement which indicate that 
flexible language should be used to prevent infusing distress in the client 
(May, 2010). I have therefore selected the term ‘unusual belief’ in this 
review, to refer to ideas of reference, persecution and/or different ideas that 
the client may hold intently but which may cause distress and appear 
unrealistic.
Defining effectiveness
In everyday language, effectiveness refers to the degree to which 
something is successful in producing a desired result (Oxford Dictionary, 
2010). However, transferring this definition to a mental health context is 
problematic because individuals have different views regarding ‘desired 
results’. This is evident in the range of interventions created to treat unusual 
beliefs.
Traditionally, it was suggested that psychologists should deny the 
existence o f the client’s reality and reject their unusual beliefs to help them 
on their road to recovery. It was thought that it would be too distressing for 
clients to work through these thoughts and instead the idea of ridding clients 
of these symptoms would thus remove their distress (Batty, 2010). In view
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of this, symptom reduction can be seen as a good indicator o f the 
effectiveness of interventions for unusual beliefs.
However, further literature suggests that asking clients to talk about 
their beliefs is not distressing for them and indeed it is often not the belief 
itself that can cause distress, but rather insufficient coping abilities (Knight, 
2010). Enabling clients to identify and accept their beliefs can produce more 
adaptive coping behaviours and defuse internal sources o f distress (Bach & 
Hayes, 2002). In light of this, it would seem that the effectiveness of 
interventions should be measured against the client’s acceptance of beliefs, 
level of adaptive behaviours and reduced distress.
Research examining client’s views of effectiveness appears to be in 
line with this later view. Narrative accounts from ‘survivors’ o f the mental 
health system state that interventions should move away &om the symptom 
reduction model and focus on reducing associated maladaptive behaviours 
and the disabling nature of experiencing unusual beliefs (May, 2010). It is 
evident that there is no clear definition of effectiveness that all psychologists 
use to measure treatments against. Rather, effectiveness can be viewed in 
terms of the stance a psychologist takes towards their work, for example, a 
reductionist or acceptance approach. This debate will be examined 
throughout this review and will be examined in the critiquing o f literature 
and the reflections for clinical practice.
CBT
When conducting this literature search, the majority of articles found 
were commenting on the effectiveness of CBT for unusual beliefs. Due to 
the limitations of pharmacology, CBT has been welcomed by clinicians and 
clients alike. No longer can clients be seen as passive recipients of care, but 
rather, CBT enables them to be actively involved in their treatment 
(Turkington & McKenna, 2003). Furthermore, CBT can be seen as 
empowering clients, which facilitates engagement, aiding clients on their 
path to recovery.
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Literature states that CBT attempts to reduce distress by promoting 
insight and setting goals for the modification of unusual beliefs. It applies 
logical reasoning and evidence gathering to re-assess beliefs and cast doubt 
in the client’s mind (Nelson, 1997). Through this, clients come to the 
realisation that their beliefs may not be true and a less distressing alternative 
option can be adopted. By enabling clients to apply logic and test out their 
beliefs, CBT has the effective outcome of reducing the clinical symptom of 
unusual beliefs.
There has therefore been considerable enthusiasm for this 
intervention and it is regarded by some as the most beneficial way of 
treating unusual beliefs. For example, NICE guidelines (2002; 2009) 
recommend that all clients with psychosis should receive a course of CBT. 
This recommendation is largely based on the outcome of 20 randomised 
controlled trials that provide evidence for the idea that CBT reduces 
psychotic symptoms and can improve clinical insight.
Zimmermann, Favrod, Trieu and Pomini (2005) conducted a meta­
analysis o f 14 randomised controlled trials comparing CBT against 
treatment as usual (TAU) for both acute and chronic clients. The results 
demonstrated positive effect sizes of 0.57 (acute) and 0.27 (chronic), 
indicating that CBT improves positive symptoms of psychosis, particularly 
in acute clients. Further research suggests that these results can be translated 
into community settings for acute clients (Turkington, Kingdon & Turner, 
2002). From this, it could be concluded that if  one perceives effectiveness as 
symptom reduction, CBT can be seen as an effective treatment for unusual 
beliefs.
However, further literature states that it is hard to reach good effect 
levels outside of research settings. Clients involved with research are 
usually in the moderate to acute stage. They willingly participate and are 
usually in a stable phase of their illness. It is questionable whether results 
from such carefully selected participants can translate to clients in the 
average clinical setting. Furthermore, current research demonstrates that 
CBT is less effective for clients who are not regularly taking their 
medication and who are in a chronic phase. This indicates that the more 
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pervasive the symptom, the less likely CBT is to Avork (Nelson, 1997). It is 
suggested that it is best to Avait for clients to become stable and believe less 
in their unusual beliefs before commencing CBT (Nelson, 1997). This thus 
implies that CBT may be more effective for stable, less chronic clients Avith 
unusual beliefs.
Many argue that too many short-cuts have been made in the current 
research that need to be addressed before effectiveness can be established 
(Garety et al., 2008). The lack of masked assessment and controlled trials is 
advocated to be the main flaAv in CBT literature. For example, an article 
&equently referred to in support of CBT is that by Kuipers et al. (1997 as 
cited in Turkington & McKenna, 2003 p. 525). This study did not have a 
control group or blind assessment and only found a positive effect on some 
symptoms, not including unusual beliefs. This raises tAvo points. Firstly, 
CBT may not be based on methodologically sound research and secondly, 
the literature available groups symptoms together and this poses a concern 
over Avhether CBT is effective for unusual beliefs, specifically.
Lynch, LaAvs and McKenna (2010) state that only tAvo out of ten 
meta-analyses of CBT for schizophrenia looked at the impact o f blindness 
on effect size and both of these did not address the effectiveness of trials 
that used control groups and blindness. This suggests that any positive 
effects sizes found may not actually be a result o f the CBT intervention. 
Nevertheless, Wykes, Steel, Everitt and Tarrier (2008) appear to remedy this 
argument by demonstrating that CBT has an effect size of 0.40, even Avith a 
double-blind control group. They found that CBT can therefore be seen as 
effective in terms o f symptom reduction, particularly Avith acute clients.
HoAvever, Lynch et al. (2010) amalgamated the results of nine trials 
comparing CBT to control interventions and found no indication of 
effectiveness. They argue that many Avell-conducted studies actually 
demonstrate negative effects for CBT but the research is confused by the 
reliance upon meta-analyses’ that mix good and insufficient studies 
together. This may be partly due to allegiance-effects. This proposes that 
researchers have an allegiance bias Avhich influences outcomes in favour of 
their theoretical orientation (Tarrier, Haddock, BarroAVclough & Wykes, 
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2002). That is to say, individuals amalgamate or conduct studies in a way 
that presents their desired outcome.
It is thought that allegiance effects may also be seen in terms of 
suiting the political agenda. CBT first developed its status in relation to 
depression and anxiety and was quickly modified to treat a plethora of 
mental health difficulties. Many argue that the Government saw the 
financial benefits of having a ‘one therapy fits alT approach and have 
advanced CBT’s usage without fully examining its true benefits in relation 
to each specific disorder. Indeed, the birth of CBT for psychosis is radically 
different to many other psychological treatments because usually theory 
informs practice (Tarrier et al., 2002). The absence of disorder-specific 
conceptualisations can be seen as a m ^or flaw and is thought to weaken the 
development and perhaps effectiveness of CBT (Tarrier et al., 2002).
Nevertheless, it cannot be refuted that there are benefits of using 
CBT. For example, CBT embraces the new age of evidence-based practices 
which standardises and validates treatments. This protects clients from 
receiving non-recommended treatments and ensures good training of 
therapists which will positively influence the effectiveness of CBT. 
Although evidence-based treatments standardise care, they may not promote 
individualised treatments, which are key to promoting recovery. Set 
methods of belief modification do not take into account the individual’s 
meaning and emotion associated with the experience o f unusual beliefs. 
This may reduce the effectiveness o f this treatment because there is clear 
literature linking interpersonal and emotional difficulties to psychotic 
experiences (Rhodes & Jakes, 2009). Furthermore, these difficulties are 
suggested to relate to the content of unusual beliefs and thus any approach 
not examining this may not be addressing the whole problem, which thus 
limits its effectiveness.
Cameron (1959) developed a model for the development o f unusual 
beliefs stating that clients who feel threatened naturally look for signs of 
danger, compared to individuals who do not feel under threat. If such 
individuals feel increasing stress, their anxiety levels will rise, leading to 
heightened levels of threat and the emergence of unusual beliefs. Due to the 
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client feeling threatened; they oAen cannot find ont whether their beliefs are 
correct and such isolation protects the beliefs from being tested (Rhodes & 
Jakes, 2009). This evidently demonstrates the link between emotions and 
unusual beliefs, which is an area that may not have been examined in the 
trials providing the research base for CBT. However, empirical testing of 
this model needs to be conducted to test the effectiveness in clinical practice 
(Rhodes & Jakes, 2009).
More recent literature is seeking to address this problem by drawing 
on CBT for anxiety and examining how such strategies could be used to 
treat unusual beliefs. Evidence shows that up to 60% of clients with 
schizophrenia also have an anxiety disorder and this is suggested to be 
because anticipation of threat is predominant within both disorders (Serruya 
& Grant, 2009). Serruya and Grant (2009) undertook a case study using 
CBT for unusual beliefs but with a focus on mental imagery. This is a 
popular technique for treating anxiety and refers to the mind bringing forth 
perceptual information rather than it resulting from an activation of the 
senses (Serruya & Grant, 2009). In the same way as mental imagery can 
cause distress by bringing to the forefront negative pictures, it can also be 
used in CBT to neutralise distress and anxiety by enabling clients to work 
through the content of the images. This is particularly important because up 
to 74.3% of clients with psychosis frequently experience images associated 
with their psychotic experiences (Morrison et al., 2001).
Serruya and Grant (2009) found that after 38 individual CBT 
sessions (six months), the client developed a sense of control over their 
beliefs, but their unusual beliefs questionnaire score only dropped from 17 
to 14, suggesting a small clinical change. However, at follow up (12 
months), further symptom reduction occurred and the score for unusual 
beliefs recorded pre-treatment, fell to zero. This indicates that by the time of 
follow up, the treatment appeared to neutralise the client’s unusual beliefs, 
which is accordance with other CBT research, also indicating positive post­
treatment gains using the same standardised scale (Serruya & Grant, 2009). 
It was reported that the client adopted new thinking patterns which enabled 
them to give up their unusual beliefs, which had previously posed a 
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significant barrier to daily living. Despite these positive results, recorded 
anxiety levels actually increased post treatment. This suggests that this CBT 
treatment package is effective in positive symptom reduction; however, the 
client may have been left with heightened levels of anxiety over whether 
these beliefs would re-occur.
This is another indication of the debate into how effectiveness can be 
measured. The article suggests that CBT enabled the client to develop 
mental flexibility to examine evidence for his unusual beliefs and resultantly 
modify them. This changed the relationship with his beliefs and he 
developed a sense of control, whereas he had previously felt ‘hopeless’. The 
reduction in scores appears to support this; however they do not include any 
self-report measures which would have been useful as an indicator of the 
client’s self-reported experience and what he felt he gained from therapy. 
However, the effectiveness of this treatment is further augmented by the fact 
that the therapist collaboratively formulated a list of goals the client wanted 
to achieve, in particular going back to graduate college. At the end of 
treatment, the client was ready to return to college, something which had 
previously contributed to his negative affect. In light of this, it would appear 
that this form of CBT is a very effective treatment for psychosis because it 
enables clients to attain goals they have decided upon, improve their daily 
functioning and reduce their clinical symptoms.
The article by Serruya and Grant (2009) is of notable importance and 
demonstrates that CBT and mental imagery may be important for promoting 
change in unusual beliefs. Further research should be conducted to examine 
whether these results can be generalised to more clients particularly those 
who are in a chronic state, as the client in this article was in a stable phase, 
living at home and had experienced symptoms for only one year. It is 
evident that unusual beliefs are not a unitary symptom but rather part of an 
interrelated relationship with many difficulties that are individual to each 
client. Thus, although CBT for psychosis can be effective, future research 
could enhance this by drawing on other CBT techniques used to treat 
associated disorders to provide holistic and individualised care to clients 
with unusual beliefs.
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ACT
The intention behind treatments such as CBT is to modify beliefs, to 
reduce occurrence and resultantly lead to heightened levels o f functioning. 
However, therapy aimed at reducing beliefs suggests that there is one 
correct way of thinking and the client’s reality is a misinterpretation 
(Knight, 2010). Literature demonstrates that unusual beliefs may be a 
barrier to underlying difficult emotions and thus it is possible that 
attempting to modify the content will result in increased distress. 
Furthermore, unusual beliefs may make up aspects o f the client’s identity 
and removing them may lead to depression and a loss of sense of self. A 
treatment therefore cannot be seen as effective if it is resulting in such poor 
outcomes.
Furthermore, recent literature suggests that modification techniques 
may actually increase self-focus in some clients. This is of concern because 
increased self^focus is a common feature of psychosis and may result in a 
client focusing on their symptoms at an unhealthy level, thus impacting on 
their level o f functioning (Bach & Hayes, 2002). As a result, new techniques 
such as ACT are being researched as an addition to medication that work 
alongside a client’s own reality and can aid psychosocial issues and reduce 
client distress. To knowledge, there have only been two randomised 
controlled trials testing ACT and both have demonstrated positive 
outcomes.
Bach and Hayes (2002) took 80 inpatients described as chronic and 
at risk of rehospitalisation and assigned them to either of the following 
conditions; TAU or TAU plus ACT (four 50 minute individual sessions). 
Clients received treatment as outpatients and were re-assessed at a four- 
month follow up to obtain data on rehospitalisation. The authors found that 
ACT participants were more likely to report the presence of positive 
symptoms such as unusual beliefs but were three times more likely to 
remain out o f hospital if  they did. Interestingly, those reporting positive 
symptoms, reported similar frequency and associated distress but less
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believability than TAU participants. Given the brevity of the treatment, it is 
significant to note any positive outcomes, and may be an indicator o f the 
effectiveness of ACT in treating unusual beliefs (Bach & Hayes, 2002).
An extension of this work was undertaken by Guadino and Herbert 
(2005). Assigning clients to the same conditions as above, they found that 
ACT participants were more likely to have a reduction in clinical symptoms 
at discharge compared to the TAU group. Only clients in the ACT condition 
showed decreases in believability o f psychotic experiences and this was 
strongly correlated with changes in distress. This is an important finding 
because Bach and Hayes (2002) found that although distress reduced in 
ACT and TAU, there was no significant difference between these two 
conditions. Furthermore, comparisons o f rehospitalisation rates between the 
conditions in Guadino and Herbert’s (2005) study did not reach statistical 
significance at the four month follow up, although the means demonstrated 
that slightly fewer ACT participants were re-hospitalised.
This suggests that evidence is not clear about how effective ACT is 
in reducing the distress of experiencing unusual beliefs and re- 
hospitalisation rates. Furthermore, any positive effects seen appear to wear 
off over time. This suggests the need for longer treatment packages to be 
devised and tested empirically. This may be particularly important for 
specifically treating unusual beliefs. Bach and Hayes (2002) found that 
symptom deniers primarily reported the experience of unusual beliefs and 
for one third of these, no positive effects were seen as a result o f ACT. 
Literature suggests that believing in unusual beliefs can act as a protective 
barrier, enabling clients to avoid uncomfortable feelings and distress. 
However, the brief form of ACT delivered may have undermined this by 
reducing believability and thus removing their coping strategy. This may 
have resulted in the poorer outcomes, such as increased distress notable 
amongst this subgroup. The authors suggest that a longer period of therapy 
working in the clients own reality may augment the diffusion and 
acceptance of beliefs, and thus provide more effective coping techniques. 
This is something which was not seen in the current research, and it may
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increase the future effectiveness of ACT for treating unusual beliefs (Bach 
& Hayes, 2002).
However, further methodological considerations question the 
validity of current research into ACT. For example, the questions at baseline 
and follow up were presented orally to each participant. This poses the 
question over whether participants were responding accurately and without 
social bias, particularly as the measures used were self-reported. 
Furthermore, the underlying principles of ACT are that it identifies and 
accepts the presence of unusual beliefs and focuses on adaptive behaviours 
that produce valued outcomes. In light of this, it is evident that the 
effectiveness of ACT should be measured against the client’s ability to 
adopt these principles. However, the current research did not include a 
measure of acceptance. It is suggested that higher level of symptom 
reporting is an indirect measure of acceptance, as clients who are more 
accepting are surely more likely to report rather than deny their symptoms.
Measuring the effectiveness of ACT thus currently relies upon 
tentative links and lacks standardised measures. Acceptance-based measures 
have been formulated in relation to auditory and command hallucinations 
and despite their limitations, have shown good promise (Shawyer et al., 
2007). However, the current literature search did not reveal any measures in 
relation to unusual beliefs. It is therefore evident that ACT may be a 
potentially effective treatment for unusual beliefs, but research is still very 
much in the preliminary stages and needs to be furthered.
Mindfulness
Current literature regarding CBT and ACT has significant 
limitations and demonstrates only partial effectiveness for unusual beliefs. 
It has been suggested that a therapy that merges concepts &om CBT and 
ACT may provide a more holistic and effective approach. For example, 
Birchwood and Trower (2006) state that distress is a central part to CBT 
theory as the underlying principles lie in the link between cognition and 
emotion. However, very little CBT research has actually used distress as an
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outcome measure and has instead focused on symptom reduction. 
Conversely, ACT incorporates distress and acceptance, but research is 
limited.
An alternative form of acceptance therapy is mindfulness. 
Mindfulness focuses particularly on the distress resulting from the 
experience o f symptoms rather than the existence of symptoms themselves. 
It intends to alleviate distress by changing the reactive relationship a client 
has with their unusual beliefs and teaching the client to relate mindfully. 
That is, to be open and receptive and not get caught up in thoughts, beliefs 
and feelings (Chadwick, Taylor & Abba, 2005).
Chadwick, Taylor and Abba (2005) found that subsequent to a six- 
week mindfulness group, participants were able to respond more mindfully 
to distressing thoughts and images. Verbatim comments &om participants 
also indicated that mindfulness helped participants to reduce rumination, 
increase acceptance and improve general clinical functioning. A further 
indication that these mindfulness groups are effective is seen in the fact that 
participants opted to attend more mindfulness groups after the study was 
completed (Chadwick, Taylor & Abba, 2005). This research indicates that 
acceptance based therapies may be an effective form of therapy for unusual 
beliefs because they enable clients to establish a relationship with their 
beliefs that fosters acceptance, and results in improved well-being, life 
functioning and risk. This is evident in the significant reduction in the 
Clinical Outcomes in Clinical Evaluation [CORE] post treatment 
(Chadwick, Taylor & Abba, 2005).
Literature into mindfulness for psychosis is limited but nevertheless 
demonstrates great promise. The research depicted above incorporated the 
subjective nature of experiencing unusual beliefs and undergoing therapy by 
including verbatim comments, however, it lacks the rigour of randomised 
controlled trials and the need for controlled conditions. Furthermore, it did 
not use a symptom-based measure to assess changes in specific psychotic 
experiences and thus it is difficult to conclude that mindfulness is an 
effective treatment for unusual beliefs.
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Despite this, mindfulness takes a non-judgemental approach to 
therapy and does not aim to modify or rid clients of symptoms that often 
serve as protective barriers from underlying difficult feelings. Rather, it 
nurtures the clients understanding of their psychotic experiences and allows 
them to build on their existing coping strategies to promote adaptive 
behaviours and improve their daily living. In this way, mindfulness can be 
seen as potentially a very effective treatment for unusual beliefs.
Reflections and conclusions: Incorporating the survivor 
movement
Recently, new literature has come to light as a result of the survivor 
movement. That is, clients who have experienced mental illness and been 
under the care of the NHS are now reporting their views of current 
treatments and approaches. The fact that they call themselves ‘survivors’ 
acknowledges the idea that many clients have not been happy with aspects 
of their care and this new literature seeks to promote their narratives and a 
better care system. It is thus necessary to critique the current literature in 
terms of what these clients suggest enables a therapy to be effective.
Rufus May (2010) states that the most important things that enabled 
his route to recovery was meaningful activities and social inclusion. He 
thinks it is far more helpful for a clinician to focus on the subjective nature 
of psychotic experiences rather than dwelling on clinical symptoms. In light 
of the current literature illustrated above, this suggests therapy that aims to 
reduce psychotic symptoms is not as effective as treatment that looks 
beyond the symptoms and focuses on the underlying relationships and 
emotional affect. Indeed, literature supports this idea that looking at the 
meaning attached to unusual beliefs helps the client to understand their 
illness and thus enhances their ability to adopt new coping strategies. This is 
because of the evident pathway between symptoms and emotional distress 
(Birchwood & Trower, 2006).
The idea of taking into account the subjective nature of mental 
illness is very much in line with the recovery model that is currently being
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promoted. Similar to the debate within this review, recovery has no single 
definition that clinicians adhere to. For example, clinical recovery is defined 
by a reduction in symptoms. However, social recovery illustrates the need 
for meaningful relationships and social inclusion and psychological 
recovery refers to developing an understanding of one’s illness and learning 
how to restructure one’s life. Indeed, the latter two definitions are argued to 
be line with the ‘survivor’s’ perspective of recovery (Thornhill, Clare & 
May, 2004). This illustrates that effectiveness can be seen in different ways 
depending on the orientation to practice and the mode of recovery that is 
sought.
In terms of clinical practice, it suggests the need to work within the 
structure o f clients’ goals. For a treatment to be effective, it is necessary to 
take a holistic approach and consider the client’s life goals and tailor 
therapy to suit their needs. This usually involves restructuring a client’s 
identity to encompass their mental illness. As a result, focusing just on 
symptom reduction may run the risk of the client over-focusing on their 
illness and thus adopting an identity dominated by this. This can often lead 
to poor social functioning as the client becomes self-fbcused and 
undermines their ability to explore beyond their current difficulties. 
Thinking about the future, may lead to the client becoming actively 
involved in society rather than focusing on their current deficits and allows 
the client to search for new structures that can appreciate their new abilities 
and identities (May, 2010).
Different therapies may be more or less effective depending on the 
individual client. For example, much of the research undertaken in CBT 
focuses on a less chronic and more stable client group. It may be that a 
client needs to have more insight and perhaps have experienced the 
symptoms for a shorter period of time, for CBT to be most effective. Clients 
who have less chronic conditions may not have as deep-rooted underlying 
meanings attached to their experiences and thus may see more positive 
outcomes as a result o f belief modification. In comparison, if  a client has 
been unwell for a long time, the unusual beliefs may have become an 
integral part of their identity and serve as an imperative coping strategy. In 
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this way, working in the client’s own reality and developing acceptance may 
be a more effective form of therapy.
What is evident is that more rigorous research needs to be conducted 
that uses defined treatment manuals and diagnostic criteria, so the accuracy 
of results is clear. In terms of clinical practice, it is necessary to work 
individually with each client and take into account their strengths and 
abilities to maximise the effectiveness of therapy. It also suggests the need 
for individual services to undertake research at a local level to look at how 
best to meet the needs o f their specific client group.
In conclusion, current literature is not yet clear, how unusual beliefs 
can be treated effectively. However, I think an effective treatment is one that 
is carried out in collaboration with the client and serves the purpose of 
meeting the client’s goals and desired outcomes. This may incorporate 
belief modification, reality testing or acceptance to find adaptive ways to 
live with experiences of mental illness and reduce negative outcomes. In 
clinical settings, recovery-oriented practice should be adhered to, to ensure 
treatments are individualised and effectiveness is thus maximised.
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The problem based task
Having been split into small groups and told these were our personal 
and professional discussion [PPD] groups, felt increasingly anxious as to 
what this meant. Reflective practice and integrated learning were terms that 
were bounced about and I felt a sense of panic because I wasn’t sure what 
this meant. Each group was tasked with getting to know each other, 
allocating roles and deciding upon an approach to the problem ‘the 
relationship to change’. This was all presented to us within our first session 
together, and it felt a novel idea to be put in a room with people I did not 
know and be expected to quickly bond and find effective ways of working 
together to formulate a solution to the problem given. Furthermore, we were 
informed that we would be presenting our ideas to both staff and colleagues 
in just six weeks.
This essay is an account of this experience and will explain the 
group processes that culminated in the presentation of this group task. 
Reference will be made to how I personally developed from this experience 
and how this can be linked to my clinical practice.
G roup Processes
Allocation of roles.
In preparation for the first PPD group, we were asked to read an 
article about problem based learning by Diana Wood (2003). This set out 
the idea of role allocation to ensure all group members participated. I 
remember reading this and thinking that the article itself was simple and 
easy to read, but I was apprehensive as to what the actual work this article 
wrote about, entailed. This pre-group task thus made me feel more anxious 
about going to the first group. Perhaps this is the same for our clients? The 
idea of psychoeducation and providing clients with information before 
sessions is thought to make them feel safe and informed, however might it 
not promote more anxiety if the client is left not fully understanding the 
reason for the information? Indeed, my colleagues equally expressed 
concern and it appeared that tension was high in the first group session.
 ^The hrst person is used throughout this report to indicate personal reflection and ideas. 
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As a result, I was anxious in the first session to take on a role I did 
not feel comfortable with. I therefore played to my strengths and offered 
to act as scribe. Looking back in my reflective journal it is evident that I 
was caught in a dichotomy where on the one hand I wanted to not 
embarrass myself, but I was also aware of my learning needs and the 
desire to want to push myself and act as chair. Despite this, when the 
group allocated the roles for the next six sessions, I did not offer to act 
as a chair, but instead volunteered to be the scribe twice. Over time, I 
became more comfortable in the group and would have been more 
willing to act as chair, had the roles not already been allocated. I 
remember feeling fhistrated that I had missed out on this opportunity 
and was not able to undertake a role I now felt more able to do. This has 
consequently made me recognise the importance of reviewing session 
outlines and information with clients regularly. Planning for sessions can 
be helpful to provide focus however, clients may change their thoughts 
about topics and thus it is important to review progress and make 
amendments if appropriate.
Task approach.
Within the first session, my colleagues and I were expressing various 
ideas about what 'the relationship to change' meant to us individually. It 
appeared that we all had very different opinions about how to approach the 
task and to me, it felt that in the first session we were very much seven 
individuals all trying to get our views across, but in a considerate way. This 
may have been because of the presence of a member of staff and thus, we 
may have desired to please and sound 'intelligent'. This seems feasible 
given that we went away and did our research, each coming back to the 
second session with a wealth of theories regarding change.
This sense of wanting to please others also extended to our 
colleagues, because we found it difficult to reduce the amount of 
information and choose a focus for the task. Given the amount o f hard work 
we had all put into our research, I found it hard to reject topics for fear that I 
would hurt someone's feelings. As such, our group facilitator had to prompt
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us to decide on a specific approach and choose what to include in our 
presentation.
Although we needed some careful prompting from our facilitator, 
what was evident was our level of collaboration and goal setting. We took a 
systematic approach to this task and set weekly targets to ensure that we 
would reach our goal of delivering a good presentation. Within the first few 
sessions we had moved away 6om  being seven individuals and had merged 
into a well bonded group. This was indicated in our level of cooperation and 
consideration from each group member. Upon reflection, I feel that it was 
our vulnerability and sense of not knowing how to undertake the task in the 
'right' way that brought us together as a group. Furthermore, our facilitator 
was equally new to the task and did not take on an expert role, but helped us 
to extend our thinking without giving us the answers. I think that this is one 
of the most important things that I have learnt from this task and in the 
groups that I now run on clinical placement, I too have adopted a facilitating 
role and this has proved very effective.
Our collaborative approach culminated in us reviewing our research 
and deciding to draw on common themes that emerged. In this way, we 
were able to include at least one aspect o f everyone's research. This was an 
effective method because it ensured that each group member felt 
meaningfully involved. For example, I contributed research regarding the 
relationship between personality and change; an area of great interest to me. 
As such, I regularly thought about the topic, over and above what the task 
required, thinking of novel ways, as to how this linked with my clinical 
practise and personal life.
As a result, over the past three months I have encouraged my clients 
to reflect on how therapy can be meaningful to them and discussed how they 
can feel actively engaged. In this way, I hope that the benefits of therapy 
will increase and that they will think about our sessions during their daily 
lives, and thus keep learning from them. I also hope that increasing interest 
in therapy will result in more long term benefits, as research shows that 
active engagement in therapy reduces the likelihood of relapse and can 
increase information retention (Beck, 1995).
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Learning outcomes from the presentation
The presentation itself was a daunting process because I didn't know 
the assessment criteria by which we were being marked. Furthermore, when 
speaking to my colleagues it appeared that all the groups had different ideas 
for their presentation and this increased the anxiety levels. Looking back, it 
is evident that this reflected the individual nature of the relationship to 
change and the fact that there was not a 'right' way of conducting the 
presentation. However, I was transfixed on the idea that there was only one 
way of doing things and was worried about failing the presentation. This 
way of thinking may have been a product of my previous clinical 
experience. Having emerged from a service which had strict protocols and 
session by session plans, I began training with the idea that I must learn the 
set ways of undertaking therapy, but I quickly leamt that this was not an 
appropriate way of working. From discussions in my PPD group regarding 
this presentation, in combination with clinical supervision, I now understand 
that therapy is a process of collaborative change that is centred round the 
individual client and should not be merely prescribed (Meams & Cooper, 
2007).
The presentation also highlighted the significance of our individual 
relationship to change, by focusing on the varying mediating factors. We 
addressed the ideas of personality (Rogers, 1983), labelling (Becker, 1973), 
self-efficacy (Ajzen, 1991), social norms (Bandura, 1986) and motivation 
(Prochaska & DiClemente, 1982). This approach helped me to consider my 
own personal relationship to change and how this might relate to my clinical 
practice. For each factor we discussed how we thought this personally 
influenced us and how this then may play out in therapy.
From this, I think that self-efficacy played a key role in how I have 
changed in the past three months. For example, having been on the reserve 
list, I felt at the start o f the course that I was not as good as everyone else 
and this contributed to me being quiet in lectures and in the PPD group. 
Furthermore, I felt very anxious when starting my clinical placement that I
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would not be able to live up to the role of a trainee. However, &om 
discussions in the PPD group and personal reflections, I have seen my own 
process of change, whereby my self-efficacy has increased and 
consequently, I have been able to develop confidence as a therapist. An 
awareness of this has also made me keen to address self-efficacy with my 
clients. Helping clients recognise their own strengths and setting 
collaborative and achievable tasks, may increase their self-efficacy and 
make them more likely to embrace and engage in change (Bandura, 1986).
The main theme behind the presentation was thus to increase 
awareness of how individuals engage in different ways with change. We 
specifically emphasised the importance of presenting change in a way that 
best fits the needs of the individual and that has observable outcomes to 
increase motivation for change. The presentation feedback we received was 
overall very good and it appears that we met the above aim. However, 
during subsequent questions after the presentation I was unable to fully 
answer a question regarding a specific model and was left with a sense of 
failure. Looking back, I understand that I was being over-sensitive in an 
anxiety-provoking situation, but it does highlight to me the importance of 
truly understanding the models that ground the ideas and themes we picked 
out. Furthermore, it highlights the need for me to fully socialise clients to 
the models we are working with, so they have a full and shared 
understanding, to feel safe and supported.
Further feedback suggested that we did not reflect efficiently on the 
problem based task. This did not come as a surprise to me, because until 
recently, I felt somewhat uncomfortable knowing what was safe to say in 
the group because members did not often personally reflect. It took one 
brave group member to raise this and we realised that as a group we had all 
been worrying about how to approach this issue. I understand that it is 
natural at the start o f a group for individuals to be anxious and say less until 
they feel settled (Tuckman, 1965), but this highlights the significance of 
acknowledging group boundaries and revisiting ground rules. I also feel that 
this incident has helped me to develop the confidence to 'name' anxieties
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and I have subsequently carried this out in groups and individual sessions on 
placement.
Summary
Change is inevitable in life and our relationship to it, is dynamic, 
fluid and pervasive. It is thus evident that the individual nature of change is 
crucial to its understanding and will require constant reflection.
This problem based task has helped me to embrace the uncertainty 
that I will inevitably face as a trainee and as a professional in the National 
Health System [NHS], which now faces m ^or changes. From the 
knowledge o f theories and models o f change, I am able to recognise the 
factors that influence the relationship to change and will be able to use this 
to ease both my transition from an assistant to a newly qualified clinical 
psychologist, as well as demonstrating this with clients in my clinical 
practice.
One of the main learning outcomes from this exercise is the 
importance of reflection and the need to search within myself to identify 
changes that are occurring and how I manage this. Such awareness will aid 
my ability to cope with future changes and how my views of change play 
out in therapy with my clients. Generally I think that I embrace change and 
cope with it well, so may be quick to suggest changes with clients. 
However, I now understand the importance o f collaborating with the client 
and presenting change in a favourable way that will motivate and support 
them to make positive changes in their lives.
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Introduction
A year and a half ago, f  was placed into a Personal and Professional 
Development [PPD] group consisting of eight members. We were instructed 
to use this space to develop our reflective practice in thinking about clinical 
work and our personal and professional development. This was to be 
promoted through a problem-based learning task culminating in a 
presentation to the cohort and members of staff. At the time this was an 
anxiety provoking prospect and something that I was not much looking 
forward to. However, a year later the PPD group was instructed to undertake 
another problem-based learning exercise. This time the exercise was met 
with a very different attitude by both individual members and the group as a 
whole.
This essay will provide a reflective account on this problem based 
learning exercise. Possible ideas for change in attitude will be suggested 
alongside references to attachment theory and the idea of safe uncertainty.
Reference will also be made to Tuckman (1965) group development theory 
as a way of describing the group processes that have occurred in my PPD 
group.
Approach to the problem based learning exercise
The exercise centred on the principles of child protection, domestic 
violence, kinship care, parenting and learning disabilities. The group was 
provided with a document containing background information outlining a 
family scenario and asked 'whose problem is it and why?'
From the outset, the group made a decision to present the exercise in a 
different way to last year. The first session was spent discussing how we 
wanted the presentation to be less didactic and reflect our group 
individuality and learning. This was in stark contrast to last year when there 
was a strong emphasis on academia and having the 'right' answers. To me, 
it seemed that we had moved away from worrying about presenting
The first person is used throughout this report to indicate personal reflection and ideas. 
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ourselves in a certain way to the audience, and were more concerned with 
what we wanted, as a group, to get out o f the presentation.
As a result, the presentation took on a very different approach. It 
centred on a role play that we all actively participated in, something that we 
would not have been keen to complete last year. We limited the PowerPoint 
presentation to a few necessary slides to show our reflections, although the 
fact we still felt we needed a formal presentation suggests we were not 
completely ready to give up on the structure that it can provide.
Instead of rushing in with what theories were relevant to the exercise 
or talking about relevant literature, the group discussed what the scenario 
had provoked in us individually. We thought about our placements and past 
experiences and shared stories of relevant examples or worries we had about 
similar situations arising in the future. This was in comparison to last year 
when we focused on academic theories and drew on our personal 
experiences as an affer-thought to 'complete' the presentation. In this way, 
the exercise felt very real and we began to think about how we would 
approach the task if it presented itself on placement.
Several group members had attended child protection conferences or 
team around the child meetings and thus it was agreed upon to develop a 
role play centred on a professional network meeting. This was to be used as 
a forum to present our findings and highlight the concerns that are often 
faced by professionals and families. Furthermore, we wanted to signify our 
appreciation of what can and cannot be easily said in professional meetings, 
and thus used 'thought bubbles' to inform the audience of the material that 
often goes unspoken and poses a significant dilemma in clinical work.
Group Processes
It is evident that my PPD group's approach to the problem based task 
was very different in comparison to last year's approach. I feel that this is a 
result o f the group development that has occurred in the past year and a half. 
The following section outlines three main developments that have 
significantly contributed to the changes present in my PPD group. This will
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be discussed in relation to implications for the problem-based learning 
presentation, clinical practice and personal development.
Safe Uncertainty
As aforementioned, the approach to the problem-based task was
centred on what we as a group wanted to learn &om the presentation, rather 
than demonstrating our knowledge and competence to the cohort. This is 
likely to be due to a better understanding of expectations. Our experience 
from last year, taught us that staff were not there to test us or try and catch 
us out. We were not being judged against other people to find the right 
answers, but staff and fellow trainees wanted to know our thoughts and 
opinions. This understanding of expectation was discussed during PPD and 
reflected a shift in attitudes about the course and also about what was 
expected of us as trainees. For me, it felt that I finally realised that I had a 
valid opinion and the search for the one right solution was redundant.
This realisation became apparent after reading a paper on safe 
uncertainty (Mason, 1993). The group discussed how we felt that we were 
focused on wanting to be in a position of ‘knowing’ and that we were afraid 
to think outside the box and use our personal experiences to develop our 
learning. It became apparent that this position of safe certainty was 
counterproductive because if we were always certain that we had the right 
answers, there would be no space for change and new learning. This change 
in thinking was reflected in the PPD presentation, as the role play 
demonstrated that professionals can hold different opinions, all o f which are 
equally valid and make significant contributions to clinical work. In this 
way, the role play can be seen as a reflection of the PPD group itself, 
highlighting the dilemmas of group dynamics and ‘unspoken words’.
Mason (1993) suggested that a move towards safe uncertainty 
highlights a position that is not fixed, but is always in a state of flow. This 
enables a context to be created where new ideas can be thought of alongside 
each other in the search for ‘best fit’ rather than the ‘right solution’. The 
PPD group took on board this idea and h"om this, a new state o f learning 
was created. For example, group members reported that they felt they had
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achieved a higher level of learning &om the current problem-based learning 
exercise compared to the previous one. For me, I felt that I was able to 
engage with it better, as the reduction of worry about being right, h-eed up 
space for me to explore novel ideas and explanations.
This has been the most pertinent learning curve from the problem- 
based learning exercise, which I have explored to aid both my personal and 
professional development. It has helped me to think about owning my 
expertise in a clinical setting, whilst also providing a space for clients and 
staff to present new ideas and for us to search these collaboratively. It has 
also been helpful to discuss the idea of safe uncertainty with clients, so that 
they too are more open to new ideas and the possibility for change and 
development.
A ttachm ent Styles
Research suggests that group members’ attachment styles can
influence relationships within the group and group development (Markin & 
Marmarosh, 2010). Thinking about this, I reflected upon the fact that I feel I 
have a secure dyadic attachment style, but an insecure group attachment 
style, where I often become anxiously preoccupied with the idea of not 
being ‘good enough’ and thus being rejected h"om the group. However, I 
think that several group members have both a secure dyadic and group 
attachment style. This idea is strengthened by the fact that these are the 
members who disclose more negative transference feelings and are more 
able to seek support from the group for difficult situations.
Markin and Marmarosh (2010) suggest that these group members are 
also effective at facilitating group processes, group cohesion and supporting 
members with their individual needs. I think that this support aided the 
group members with less secure attachment styles in terms of providing the 
support and protection needed to challenge some of their anxieties. For me, 
I have noticed that I have become significantly less anxious in the group and 
felt more able to talk about difficult things, which also helped me in my 
shift towards a position of safe uncertainty.
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Thinking about these changes led the group to reflect on the 
dilemmas groups can face when individuals hold back and thoughts and 
feelings remain unspoken. I think that this influenced our decision to use 
thought bubbles in the role play to highlight the difference between what 
individuals say and what they think. It was an expression to each group 
member of our learning and understanding, but I also think it marked a 
turning point. Since the presentation, we have discussed how we can 
facilitate each other to feel confident enough to express our thoughts and 
feelings, especially when these may be negative or difficult.
This learning has also extended to my clinical practice. I recently 
facilitated a parent stress group where the sessions were not running as I had 
hoped. Some group members were being overly negative, whilst others were 
not saying anything. I felt that the group was stagnated and not able to move 
forwards. Discussing this with my co-facilitator, we decided to air the 
concerns with the group, encouraging group members to discuss their 
feelings, both positive and negative. I think that this created a forum where 
individuals felt safe enough to express true feelings, and members have 
since reported that the group is more able to meet their individual needs and 
goals. Understanding the benefits of talking about what cannot be easily 
said is something that I wish to continue to develop in my future clinical 
practice.
The Reflective Practitioner
Another key change that influenced the approach to the problem-
based learning exercise is the shift from paranoid to non-paranoid thinking. 
I think that PPD group members were previously limited by their superegos’ 
demands for perfection and were thus not willing to risk getting things 
wrong (Lemma, 2003). This must be considered in the context of group 
development where at the start o f a group, anxiety is highest (Tuckman, 
1965) and thus may have increased the demands for perfection. However, as 
time has elapsed, the group may now have entered the ‘norming’ stage and 
as members have a new understanding of each other, the demands for 
perfection have dropped. I think this has shaped a new relationship with
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knowledge, where the reduction of perfection demands has provided more 
opportunity to reflect on alternative ideas.
This has created a move towards group members becoming 
reflective practitioners. Daring ourselves to question academic theories has 
released members’ reliance on research and encouraged the group to think 
of its own theories and explanations. This is reflected in the fact that our 
presentation centred on our clinical judgement and the difficulties of 
translating policy and research into practice. This is in comparison to last 
year, when the focus was on the opinions and ideas of published authors 
rather than thinking about how we could usefully adapt these to fit the 
individual needs of clients.
I have been able to incorporate this learning into my clinical 
practice. For example, I am more reflective in PPD sessions and clinical 
supervision, and I am positive that my resultant learning has benefited 
significantly. I have also started to share my reflections with clients and 
used this to shape clinical work. Allowing myself the time to be reflective 
has enabled me to merge personal and professional experiences, to think 
about wider issues within systems such as culture and diversity. This has 
developed my ability to hold in mind different ideas and hypotheses and to 
tentatively test these out with clients and staff members.
Learning Needs
This problem-based learning exercise has identified that I need to 
continue to work on developing my confidence and reducing my anxieties 
both personally and professionally. This will enable me to further develop 
my ability to stay with uncertainty and use this space to think about different 
ideas rather than rushing into finding the right answer. Furthermore, I need 
to hold in mind what information is being said or left unsaid, and the impact 
of difference and diversity on this.
The problem-based learning exercise has also highlighted that more 
securely attached PPD members are actively aiding the less secure members 
in their development and future learning. However, this may be at the
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detriment of their own learning needs, as these may become over looked as 
the group attended to the more ‘obvious’ difficulties within the group 
(Markin & Marmarosh, 2010). Thus, future learning needs for these 
members could centre on thinking more about their own development and 
seeking help for this within the group.
Summary
Overall, the problem-based learning exercise reflected significant 
developments both within individual group members and the PPD group as 
a whole. As the group progressed into the ‘forming’ stage of its 
development, members shifted towards a position of safe uncertainty.
This essay has suggested that the role play presenting the dilemmas of group 
dynamics and ‘unspoken words’ can be seen as a reflection of the thinking 
the PPD group has undertaken o f itself. It is evident that the group has 
moved away from its initial anxieties and worries, and has come to embrace 
the position of sitting with new ideas and explanations rather than focusing 
on finding the right solution.
This shift in thinking has influenced personal and professional 
development as group members have moved towards becoming reflective 
practitioners, able to reflect and have the confidence to talk about difficult 
feelings with both clients and colleagues. Personally, this has created a new 
working position where I am able to own my expertise, but work 
collaboratively with clients to reach a shared understanding.
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The aim of this account is to reflect upon the processes that evolved 
within a personal and professional learning discussion [PPLD] group and to 
present how this has positively informed the author’s practice in the 
National Health Service [NHS]. Ideas of emotional intelligence (Urch, 
Druskat & Wolff, 2001) have been drawn upon to better understand the 
development of the group. Reference will also be made to the influence of 
both internal and external factors such as psychodynamic week and group 
member characteristics.
Reflection will demonstrate how the development of the PPLD 
group is related to the development of group work and the resultant 
usefulness and satisfaction that members received &om being part o f the 
group. Similarly, learning outcomes will be acknowledged to include how 
the author’s awareness of group processes has developed and how this has 
been used to inform good clinical practice. For example, strengthening 
communication amongst teams and striving towards interdependence of 
rewards for both individuals and groups as a whole, to promote effective 
productivity.
Conclusions will be drawn that highlight how the author has found
the PPLD group to be a valuable adjunct to the teaching and clinical 
placements offered in clinical psychology training. It is described as a useful 
space to draw together the different strands of training to better understand
clinical work and dilemmas and the impact this has both personally and 
professionally.
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The aim of this account is to reflect upon the group processes that 
occurred within a personal and professional learning discussion [PPLD] 
group and to make reference to the factors that have influenced this. 
Crucially, this account will explore how the PPLD group informed the 
author’s clinical practice and personal and professional development over 
the past two years.
The position of the PPLD group at the end of the first year of 
training will be considered and previous reflections on the group will be 
explored in relation to progress in the latter year and two models of group 
development. Several internal and external factors will be identified as 
central to the development of the group, including changes in roles and 
facilitators, in addition to group members’ individual development. 
Attachment theory will be drawn upon to reflect upon these processes.
Conclusions will be drawn to highlight how the author has leamt that 
groups can move backwards and forwards through waves of discontentment 
and cohesion to enable group members to review and establish an effective 
group culture. This knowledge has informed clinical practice through an 
increased awareness of how clinical psychologists can support staff groups 
within the National Health Service [NHS] and a focus on the importance of 
attachment dynamics within individual and group work, with both staff and 
service users. Furthermore, this account acknowledges the importance of 
clinical psychologists taking up leadership roles as another important 
learning outcome form the experience of the PPLD group.
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Clinical Experiences
Specialist Placem ent: Paediatrics Oncology (April to September 2013)
I worked within a specialist clinical psychology service for patients 
(aged 1-25) and their families with a diagnosis of cancer. My work involved 
taking an integrative approach to psychological assessments and 
interventions, including CBT, narrative, solution-focused and attachment- 
based work. Interventions ranged from brief stand-alone sessions to more 
structured and long-term therapy. This covered a wide range of disorders 
and difficulties including anxiety, panic and depression related to physical 
health conditions and social and developmental concerns. I also undertook a 
range of psychometric tests to better understand the long-term effects of 
treatment on cognitive ability. In addition I jointly facilitated end of 
treatment day workshops, and provided consultation and training to the 
MDT. This placement taught me the importance of the social effects of 
living with physical health difficulties and the implications connected with 
getting back to school, work and general daily life.
This placement also gave me the opportunity to get involved in 
several research projects. Firstly, I helped analyse data from patient 
questionnaires regarding their experiences of cancer services across London. 
Secondly, I was involved in an on-going research project validating a 
screening measure of distress in children. This involved sorting through 
patient data to see if  it met the inclusion criteria and coordinating with and 
sending out information packs to paediatric oncology services across the 
country. Thirdly, I enhanced my leadership skills by taking the lead on an 
audit of the use of the distress screening measure on the wards.
Learning Disability Placem ent (October 2012-March 2013)
Within this community service for people with learning disabilities
there was a particular emphasis on working with individuals, families, and
professional staff teams using a CBT and systemic approach. This included
psychological assessments and interventions, in addition to training and
consultation with staff teams. Specialist psychometric testing and
neuropsychological assessments were undertaken to ascertain the extent of 
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learning disabilities, the presence of dementia and other specific cognitive
difficulties. I also attended monthly systemic and neuropsychological 
practice groups, which strengthened my understanding and skills in these 
two areas.
O lder People Placement (April 2012-Scptcmbcr 2013)
A specialist clinical psychology service for clients over the age of
65, with moderate to severe and complex mental health difficulties and
neurodegenerative disorders. I worked within four inpatient wards (2 acute
psychiatric; 2 specialist dementia care) and community settings, providing
detailed psychometric testing and neuropsychological screening and
assessment. Psychological work and consultation with individuals, families
and integrated health and social care teams was based on CBT and
integrative approaches, including, narrative, life story work and solution-
focused models. I also facilitated cognitive stimulation groups, family and
carer groups, and designed training to the MDT on the Addenbrooke’s
Cognitive Examination screening test.
Child M ental Health Placem ent (October 2011-April 2012)
A community CAMHS situated in a pupil referral unit [PRU] within 
the Behaviour and Learning Support service. This service was for children 
and their families who were not attending school and/or were experiencing 
emotional, behavioural or social difficulties. I provided assessments and 
short-term interventions based on CBT and integrative (narrative, systemic 
and solution-focused) approaches for issues such as anger management, 
anxiety and OCD, in addition to creating and co-facilitating a parent stress 
management group with a systemic family psychotherapist. Formal school 
observations were undertaken and used to supplement cognitive 
assessments, the recommendations of which were used in consultation with 
schools and the PRU. I was able to develop the ability to work within the 
MDT to promote psychological ideas and encourage staff to think about and 
integrate psychological principles and formulation, to expand their 
understanding and work with children and their families.
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Adult M ental Health Placem ent - Split
Rehabilitation & recovery team . (October 2010-September 2011) 
Multidisciplinary team for working-age adults with severe and
enduring mental health problems including psychosis, depression and
anxiety. I worked across a range of inpatient wards, hospital hostels and
community hostels undertaking long-term direct work using an integrative
approach (CBT, Narrative, systemic and Psychodynamic) and indirect work
with staff. I also implemented the recovery model through consultation and
reflective groups with staff and running a women’s recovery group.
Kingston Sexual Health Service. (April 2011-September 2011)
I worked within a multidisciplinary physical health outpatient setting
using a CBT approach to assess, formulate and intervene, for difficulties
associated with sexual health such as depression, anxiety and relationship
difficulties. Much o f the work involved brief stand-alone sessions or short
term work, so I leamt how to utilize the brief opportunities to share
psychological ideas and concepts of well-being. I worked with individuals
coming to terms and living with a diagnosis of HIV, thus strengthening my
risk management skills and learning how to work with emotive and
distressing problems. In addition, I visited the pain management clinic and
observed group sessions run jointly by the multidisciplinary team.
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Abstract
Objective
The aim of this study was to examine the needs of carers within an 
NHS Trust’s Rehabilitation and Recovery service, with a view to making 
recommendations for potential changes that may be highlighted as necessary
or desirable.
Design
A questionnaire was devised as no existing questionnaire addressed 
the individual needs of this research. This was then posted to participants 
and the responses were collated.
Participants
Participants were recruited hom  the Trust’s electronic database 
[RIO]. Those identified as carers o f clients within three hospital hostels for 
adults with mental health problems were approached, after client consent 
was given.
Results
Six questionnaires were completed and returned (35% return rate). 
The results indicated that overall participants were dissatisfied with the 
communication and support they received from staff. Participants reported 
that they would like additional support through a reconsideration of the 
provision o f information to include more meetings with staff and a 
newsletter. However, the limited sample size reduces the extent to which 
these results are representative of all carers associated with the 
Rehabilitation and Recovery team.
Conclusions/Implications
Recommendations for change include; carer newsletters, individual 
meetings with staffs and events and training to strengthen relationships 
between staff and carers. An interaction between low motivation amongst
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carers and problems with the present methodology, contributed to the low 
response rate. Further research within this setting should use focus groups to 
enable more data to be gained and thus a deeper insight into how to address 
the needs of carers.
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Project Title
A service evaluation to understand how a Rehabilitation and 
Recovery service can effectively meet the needs of their carers.
Introduction
The Rehabilitation and Recovery service that this research was 
conducted in report that traditionally, few carers have been involved with 
clients. However, with recovery-oriented practice and the 
deinstitutionalisation of services (Slade, 2009), clients are now younger and 
a surge of carers has occurred. Recent changes have also seen a move 
towards community care, placing a particular emphasis on the involvement 
of carers in looking after individuals with mental health difficulties (Askey, 
Holmshaw, Gamble & Gray, 2009). Indeed, the Carers Recognition and 
Services Act 1995, augmented carers' rights to a needs assessment for the 
continuation of their role (Department of Health [DoH], 2002). 
Nevertheless, carers continue to feel marginalised and undervalued (Keeley 
& Clarke, 2002).
This is problematic because carers can reduce re-hospitalisation and 
provide emotional and practical support to clients (Jones, 2009). Carers can 
be integral in commencing recovery and thus invaluable to good care 
planning (Worthington & Rooney, 2009). This indicates that addressing the 
needs of carers may not only serve the purpose of support for them, but may 
also positively impact on the welfare o f client's themselves. Furthermore, 
the 'revolving-door' effect may be minimised, so supporting carers may 
additionally procure financial gains for services.
Research indicates that carers can experience increasing emotional
affect and distress as a result of their role (Jones, 2009). This is evident in
the high incidence of anxiety and depression amongst carers (The Princess
Royal Trust for Carers, 2010). Nevertheless, it appears that little research
addresses the needs of carers, particularly carers of clients with severe and
enduring mental health. In the research that has been undertaken it is clear
that although similar themes exist within the needs o f carers themselves, 
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there is also significant diversity (Ward & Cavanagh, 1997). This highlights 
the importance of services developing an individual understanding o f carer 
needs and how best these can be met.
It has been suggested that carers can be supported in their role by 
providing appropriate information, better communication and recognition 
(Askey et al., 2009; Jones, 2009; Ward & Cavanagh, 1997). This study 
focused on carers of physical and mentally unwell clients and it is important 
to consider whether the results can be generalised to other services. Given 
the importance of carers, it would seem essential to provide them with 
support, to both increase their sense of value and indirectly support clients. 
However, research highlights the need for services to undertake local-level 
work to create appropriate care systems that include carers as partners of 
care and to also support their own needs (Askey et al., 2009). The proposed 
research therefore seeks to undertake this.
Aims and objectives
No published questionnaire was available that covered the needs 
identified for this study (following an extensive literature search and 
discussions with carer representatives). Due to the research suggesting the 
importance of services undertaking individual research, a new questionnaire 
was considered the most appropriate course o f action.
The questionnaire was designed in accordance with findings from 
previous research (Askey et al., 2009; Jones, 2009; Ward & Cavanagh, 
1997) and in line with staff views from informal discussions within the 
Rehabilitation and Recovery service. The aim was to discover carers' views 
of the current level of support and communication, and questions were 
created to look at if and how, carers would like increased support. Through 
this, the current research proposed to examine the needs of carers within a 
Rehabilitation and Recovery service, with a view to making 
recommendations for potential changes that may be highlighted as necessary 
and/or desirable.
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Method
D ata source
Twenty-four carers were identified &om three hospital hostels for 
adults with mental health difficulties, using the electronic RIO database (a 
store for client records). A carer was defined as any significant individual 
who had regular contact with a client and was involved in their care on an 
unpaid basis (Ward & Cavanagh, 1997). Given the sensitive nature o f the 
research, it was deemed appropriate to only involve carers who were family 
members. Consent &om clients was obtained for seventeen o f the twenty- 
four carers identified, all o f whom were approached to take part in the study.
M easures
The questionnaire covered the main items of relevance identified by 
staff within the service, in consultation with the Trust's Carers Development 
Worker. It was reviewed by the University of Surrey's Co-ordinator of 
Service User and Carer Involvement to improve accessibility, and 
appropriate amendments were made.
The questionnaire consisted of eleven questions (Appendix A). Four 
questions had a 5-point Likert response scale ranging from (/q/zMirg/y agrgg 
to 6/oM V /[MOW (Heiman, 2002/ Three questions were open-ended and asked 
for general comments on a particular topic. Four questions had fixed 
responses, but did not use a Likert response scale because they required a 
specific answer rather than a scaled viewpoint.
Procedure
Participants were sent the questionnaire and an information sheet 
regarding the research (Appendix B). A stamped addressed envelope was 
included and follow up calls were undertaken to facilitate a high response 
rate. Responses were then collated and analysed.
Ethical Considerations
The database of carers was stored in a secure file and accessible only
to the researcher and the field supervisor. Both clients and participants 
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were informed of the rationale and purpose of the study, and informed 
consent was sought. Questionnaires were anonymous and for the purpose of 
analysis, each participant was assigned a participant number. A question 
was included to ask participants whether they wished their contact details to 
be shared with the trust carers centre.
Analysis
Both quantitative and qualitative analysis was employed for this 
research. All data was analysed using PASW Statistics 18.0 (SPSS Inc., 
2009).
For the purpose of this study, data using the Likert response scale, 
was treated as ordinal because it cannot be assumed that participants view 
the difference between adjacent response levels as the same (Bertram, 
2005). The mean and standard deviation were not computed as it would 
create meaningless results. Instead the median, mode and range were used to 
gain an insight into the frequency and distribution of responses. Question 
five was broken down into parts A-E, to allow for meaningful analysis to be 
undertaken.
Thematic analysis was used to explore responses to the three open- 
ended questions because research suggests this is a useful tool for reporting 
on data trends (Braun & Clarke, 2006). The method involves applying codes 
to data to establish categories and find emergent themes. However, the 
credibility o f this method is questioned due to the lack of definition 
regarding its procedures. To address this issue, Braun and Clarke's (2006) 
steps for analysis (Appendix C) were followed and cross-checked by the 
field supervisor and another trainee clinical psychologist to modify potential 
research bias (Appendix D).
A critical realist position was adopted for the qualitative aspect of 
this research (Braun & Clarke, 2006). This assumed that participants' reality 
was constructed by their critical perception o f the world, which was 
influenced both by personal experience and the social context. This position 
was chosen because of the personal nature of the current research and my
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sense that carers within the mental health service are likely to be highly 
influenced by the social context.
Results
Descriptive statistics for L ikert scales
O f the seventeen carers contacted, six returned their questionnaires
(35%). Data from the Likert response scales was coded accordingly:
4=D^MZ/g(y üfgrgg, 3= ro agrgg, 2=rgMüf ro 6/z.yagrgg, l=6/g/zMzrg/y
ü^ z.yagrgg. The 'WoM 7 AMow" response mark was omitted for the purpose of
analysis, allowing for the data to then be analysed using PASW Statistics
18.0 (SPSS Inc., 2009).
7a6/g 7." TTzg o f r/zg r/ze LzA:grr
response scale.
Q2 Q3 Q4 Q5a Q5b Q5c Q5d QSe
6.0 6.0 6.0 6.0 6.0 6.0 6.0 6.0
Median 2.5 2.0 3.5 4.0 0 0 1.5 4.0
Mode 1.0 2.0 4.0 4.0 0 0 0 4.0
Range 3.0 3.0 4.0 3.0 2.0 2.0 4.0 4.0
0= Wo g/ve»
Table 1 suggests that respondents' most common response to 
question two was ù/^MzVg/y 6/z.yagrgg, suggesting carers were dissatisfied by 
the level of communication they received from staff. Respondents also 
commonly reported that they were dissatisfied with the level of carer 
support they received &om the team (question three).
The medians for both questions two and three are in agreement over 
respondent's dissatisfaction. However, looking at the raw data for question 
two, two respondents ticked afg/zMz/g/y ^zgrgg and one ticked .y/zg/zr/y agrgg, 
suggesting that due to the very small sample size the results may be skewed. 
Furthermore the range indicates that the distance between the most extreme
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values is rather large suggesting that responses were varied and spread 
across the Likert scales.
The results show that respondents wanted more support as a carer 
and a consensus was reached regarding the form this would take. Table 1 
demonstrates that respondents indicated that they would be interested in 
receiving a newsletter and having individual meetings with staff. However, 
the results for questions 5b to 5d are somewhat difficult to interpret given 
that many respondents left these blank. Table 1 shows a response of 0 for 
these three questions, suggesting that respondents are not interested in the 
evening support groups, training workshops and telephone calls listed in 
these questions.
Non-parametric tests comparing the medians of the responses from 
the different hospital hostels were not computed given the low response 
rate.
Chart 1: Clients’ relationship to respondents.
*
n
---------------1---------------
li
1
f r '  ' '1
Son
Q1
Daughter
Chart 1 demonstrates that respondents were the parent of a client 
residing in one of the hospital hostel. Furthermore, two respondents had a 
daughter and four had a son.
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Chart 2: Preferred venue to travel for carers ’ events.
mm#
1 / ((ît^ iiiiitimili
Wg#K0l
TiiltitiiiiiAliAmiiMiiiiiiimiimiiii
#MP
Hospital Hostel Mam Hospital
Responses were eoded as follows: 1= Individual Hospital Hostel and 
2= Main Hospital. Chart 2 indicates that respondents would prefer carers’ 
events to be held at the main hospital site rather than in the individual 
hospital hostels.
Chart 3: Preferred frequency o f  carers ’ event
2.5 -,
2 -
« 1.5
1 -
0.5 -
n
Weekly Fortnightly Monthly
09
B /ery  few  
months
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Chart 3 shows that responses to question nine were varied, however, 
the majority wanted carers’ event to oecur less frequently than fortnightly.
Chart 4: Information wanted resardins preferred professional 2rouvs
jiiiiitiiiiiiti
= 0
2 3 4
Type of professional
Responses were eoded as follows: 1= Clinical Psychologist, 
2=Psychiatrist, 3=Social Worker, A=Nurse, 5=Occupational Therapist. 
Chart 4 indicates that four of the six respondents wanted to have more 
information about Psychiatrists and Clinical Psychologists at carer events. 
Two wanted more information about Social Workers and one person would 
like information regarding Nurses and Occupational Therapists, 
respectively. An examination of the raw data suggests that many 
respondents would like information from a range of professionals as they 
ticked for input from a variety of professions. This suggests the need for a 
multi-disciplinary approach to carer events.
Thematic Analysis
Four of the six respondents provided a response for questions six, 
seven and eleven. These responses were then reviewed using thematic 
analysis (Braun & Clarke, 2006). Two major themes emerged.
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Communication.
Half of the respondents reported that communication with the 
Rehabilitation and Recovery service was a key difficulty that they wanted 
addressed. There was a sense that language barriers and relationships with 
staff posed a particular problem for them as carers.
' 7 t/zat coMZ/Tzz/MZcatzoM wzt/z zj^  vgzy (/z^czz/A "
"5'ozMg jpgaA: vezy jEMg/z.y/z... /  (^ ozzV zzM6/gr.9raM6/ a .s/zg
" C a r g f ^ . . . .  .S '/z o z z /^ y  6 g  a 6 / g  t o  c o z M Z M z z M z c o tg  w z t / z  g o j ^ g  o M z /  z z o t  c f r g o ^ /  a  
g O M V g Z -JO tZ O M  w z t / z  t/z g z z z  " .
It was also highlighted that the type of communication participants had 
with staff and clients posed a difficulty for them as carers.
' 7  / z m ; g  o  / o t  q / c / z ^ c z z / t z g . y  .s Z 'q y z z z g  zzz t o z z c / z  w zZ '/z  z?zy  .y o /z  z .g .  j p / z o z z g
o r  ZM /zgr^ozz ".
Provision of inform ation.
Over half of the participants reported that the provision of 
information was a problematic area that they would like more support with. 
In particular they would like to know more about the ''rrgotMzgzzr.y ovozVo6/g " 
and "/zovg rggzz/or rnggtzzzgj /wzt/z to z/z.ygzzj^ j /zgo/t/z /.yj^ zzgj". "
Discussion
The aim of this study was to address the needs of carers within a 
Rehabilitation and Recovery service, in particular examining their view of 
the support and communication they received. The results overall indicated 
that respondents were dissatisfied with the level of communication and 
support &om staff.
Recommended Change
From the results, recommendations for potential changes can be
made. Firstly, the results indicate an overarching theme of negativity
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towards staff. The verbatim comments suggested a level of hostility, 
particularly indicating poor communication amongst carers and staff. This 
suggests the need for more staff training in communication and more 
opportunities for carers and staff to meet on an informal basis to develop 
their relationships. For example, having open days or informal coffee 
mornings at the hospital hostels for staff and carers to get to know each 
other.
The results emphasise the importance of carers feeling meaningfully 
involved in client care through the provision of information regarding 
progress and treatment. Within this is the desire for carers to choose how 
they can access support and information, such as through individual 
meetings with staff. Hospital hostels should meet with carers to understand 
their individual needs and wishes and provide more choice regarding the 
location of meetings and increased access to information about Psychiatrists 
and Clinical Psychologists.
A newsletter distributed to carers associated with the three hospital 
hostels, on a quarterly basis, is recommended. This could outline news 
regarding the hostels such as recent outings, and also information &om 
different professionals. Respondents indicated that they would like more 
information from across the multi-disciplinary team and professionals could 
write a short piece for the newsletter on a rotating basis.
Limitations and future research
Six carers responded to the questionnaire and the results show that
there was significant variability amongst responses, such that the results
cannot be easily generalised to all carers associated with the hospital 
hostels.
Nevertheless, the response rate may be a result within itself, 
indicating low motivation amongst carers. Conversations with staff 
indicated that few carers visited clients regularly and even fewer were 
actively involved in their care. Low responses amongst carers are not new, 
as many studies have shown low uptake for carer assessment and 
involvement within mental health services (Repper, Nolan, Grant & Curran,
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2008). This seems feasible in the present research because most clients have 
been accessing mental health services for many years and their carers may 
be older and less able to be involved or have lost interest over time. It is 
difficult to compare this with other research as many studies are conducted 
in primary and secondary acute care rather than in rehabilitation settings. 
This emphasises the need for services to undertake individualised research 
so accurate conclusions can be made.
The low response rate may however, be indicative of carers feeling 
undervalued and marginalised (Keeley & Clarke, 2002). Research suggests 
that many carers feel disrespected and not listened to (Repper et al., 2008) 
and this may have been felt by respondents, particularly as they reported 
dissatisfaction in communication with staff. As a result, carers may not have 
responded to the questionnaire because they thought that it would not have 
brought about change.
This highlights the fact that a postal questionnaire may not have 
been the most appropriate method to gain an understanding of carers’ views 
and needs. A questionnaire may have felt impersonal and not communicated 
the importance of this research. Furthermore the results indicated that 
respondents wanted more individual meetings, perhaps suggesting that focus 
groups and individualised meetings may have been a more desirable method 
to carers, for communicating their views.
In light o f this, an informal focus group was conducted with staff at 
one of the hospital hostels to ascertain their views of how best to reach 
carers. Staff felt that the low response rate was an interaction of both low 
motivation amongst carers and the methodology used. Language barriers 
were identified as a potential problem and staff agreed that a focus group 
may be a better way of reaching carers in the future. Furthermore, they 
agreed with the recommendations for change, particularly the idea of coffee 
mornings to improve staff-carer relationships.
The choice of method is therefore a significant limitation to the 
present research; however it has highlighted an interesting dilemma between 
carers’ perceived motivation and the extent to which they feel marginalised 
by services. In addition to the recommendations for changes already listed, 
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it calls for an evaluation of the culture of the Rehabilitation and Recovery 
service. The results may indicate an underlying barrier between staff and 
carers that is resulting in communication difficulties and preventing carer 
needs being met. This is common within mental health services as research 
has shown there is often a culture of stigma and conflicting relationships 
between staff and carers (Repper et al., 2008).
Future research using a focus group should examine this, and 
training to encourage working in partnership is advisable. This may result in 
a better understanding of the needs o f carers and may safeguard the well­
being of all those providing care to clients. Furthermore, the needs o f carers 
within this Rehabilitation and Recovery service should be re-audited in a 
year’s time to measure the impact of the recommended changes.
Feedback to Service 
Feedback was presented in a staff business meeting on 11 August 
2011 (Appendix E).
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Appendix A: Questionnaire
Current level of carer support
(P/eose t/cA your responses V)
1. The person I care for is my:
Son/Daughter
Brother/Sister
M o th e r /F a th e r
H usband /W ife /P a r tne r
O ther  (Please specify)
2. I am satisfied with the level of communication I receive 
from Rehabilitation and Recovery Team staff:
Definitely agree
Tend to  ag ree
Tend to  d isagree
Definitely d isagree
Don't know
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3. I am satisfied with the level of carer support I receive 
from Rehabilitation and Recovery Team staff:
Definitely agree
Tend to agree
Tend to disagree
Definitely disagree
Don't know
4. I would be interested in receiving more support as a 
carer:
Definitely agree
Tend to  agree
Tend to disagree
Definitely disagree
Don't know
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How can we improve the level of carer support we 
offer?
5. As a carer would you be interested in any of the  
following? (Please tick all th a t apply v )
Definitely
agree
Tend to  
agree
Tend to  
disagree
Definitely
disagree
Don't
know
N ew sle tter
Evening
support
groups
Training
workshops
to  look a t 
particular 
issues
Telephone
calls
Individual
meetings
with staff
6. If you are interested in training workshops, are there any 
particular topics you are interested in?
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7. Please tell us what things you have m ost difficulty with 
and how else w e could support you.
8. Would you be willing to  travel for carers events?  
(Please circle your response)
X Hostel Yes No
Y Hospital Yes No
9. How frequently would you like carer events to occur? 
(Please tick all th a t apply v)
Once a w eek
Once a fortn ight
Every month
Every few months
Other (Please specify)
10. Which professionals would you like more information 
about at these  events?
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Clinical Psychologist
Psychiatrist
Social Worker
Nurse
Occupational Therapist
O th er  (Please specify)
Please provide us with any additional comments:
If you would like us to  share you contact details with the Trust 
Carers Centre, please tick the box.
Tbonk you /or your porf/c/pot/on
URN: 6116055 93
Appendix B: Information Sheet
[Trust Logo] 
Are we meeting the needs of our carers?
Help us to find out 
Whot /s th/s survey ohouf ?
The X Rehabilitation and Recovery Team would like to provide 
more support fo r the carers of its clients. We would like to know 
whether you feel you are already provided w ith enough support 
and what more we can offer you. This leaflet is designed to let 
you know how im portant your views are to us and how you can 
help us improve the quality o f care.
Why hm/e / rece/ved th/s survey ond why /s ft /mporfant to 
comp/ete /t?
You have received this survey as you have been identified as a 
carer o f an individual in one of our three hospital hostels. Your 
contact details have been kept confidential and will not be 
passed on. Your comments w ill remain anonymous and w ill be 
collated for research purposes only. You have the right to 
w ithdraw your data at any tim e and can obtain fu rther 
information by contacting the researchers on the details below. 
Your data will be held fo r six months by the University o f Surrey 
and then destroyed. The w ritten study will be available for the 
faculty to  view at the University of Surrey and may be put 
forward for publication where your details w ill remain 
anonymous.
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We hope that you will be able to take part in this very valuable 
survey by completing the attached questionnaire and returning 
it in the pre-paid envelope. Your views are very important to us.
Thank you
For further information please contact:
[Contact details of Researcher and Field Supervisor]
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Appendix C: Braun and Clarke’s (2006) steps for analysis
Step 1: Familiarisation o f data and generation of initial thoughts.
Step 2: Initial coding took place individually. A code was identiEed as any 
item of information that was of interest to the researcher/Eeld supervisor.
Step 3: The researcher and Eeld supervisor analysed the codes and 
discussed the emerging patterns.
Step 4: Further discussion reviewed and reEned themes and re-assessed the 
original data to ensure the themes accurately reEected the raw data.
Step 5: Themes were merged and re-deEned to form master themes.
Steps one to three were undertaken independently and then the researcher 
and Eeld supervisor cross-checked codes and discussed emerging themes 
unEl a consensus were reached to deEne the master themes. The Enal results 
were then reviewed by another trainee clinical psychologist, who was in 
agreement and no amendments were thus made.
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Appendix D: Emergence of codes and themes
PNO CONTENT CODE
W1 Q 6i
No
o i l
Telephone calls to me from the hostel. Some 
staff speak very bad English. In fact I don’t 
understand a word she says. I End this extremely 
Eustrating!
m il
I find that communication with staff is very
difficult. I feel strongly that carers and patients 
should be able to communicate with staff with 
ease and not dread a conversation with them.
Telephone calls 
Language barrier
Communication
RelaEonships 
with staff
W2 0 6 :
Blank
O il
As an elderly person I have a lot o f difficulties
like travelling to see my son, language barrier 
and generally staying in touch with my soon i.e. 
by phone or in person.
O il :
I ’m very happy with the outcome of my Son. He 
has progressed a lot.
Language barrier 
Travelling 
Keeping in touch
Good progress
W3 Q 6i
N/A
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Q7:
N/A
Q ll :
Blank
T1 Q6:
Treatments available
o i l
Treatments
Meeting Doctors to discuss health issues 
Q l l :
Blank
Meetings with 
Doctors
T2 0 6 :
Blank
Q21
Meeting Doctors to discuss health 
Q l l :
Blank
Meetings with 
Doctors
H I 0 6 :
Blank
Q ll
Blank
Q l l :
Blank
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Initial Themes:
Communication 
Relationships with staff 
Meetings 
Language barriers 
Infbrmation/treatments/health care
M aster Themes:
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Appendix E: Presentation to Service
A service evaluation to understand how 
a Rehabilitation and Recovery Team can 
effectively meet the needs of their 
carers.
In troduction
O ur c l ien t  p o p u la t io n  is rap id ly  c h an g in g ,  w ith  c l ien t  a g e  b e c o m in g  
increas ing ly  y o u n g e r  a n d  t h e  a m o u n t  o f  c a re r s  increas ing .
T he m o v e  t o w a r d s  c o m m u n i ty  c a re  p la c e s  a p a r t ic u la r  e m p h a s i s  on  
t h e  in v o lv e m e n t  o f  c a r e r s  in look ing  a f t e r  o u r  c lien ts .
C are rs  c o n t in u e  to  fee l  m arg in a l is e d  a n d  u n d e r v a lu e d  (K eeley & 
Clarke, 2002) .
P ro b le m a t ic  as  c a r e r s  can:
° reduce th e  "revo lv ing -door" e ffec t (financial benefit)
° Im prove care planning  
° Provide client support 
° Becom e Partners o f Care
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► Research highlights th e  need  for  services to  und er tak e  local-level 
re sea rch  to  c rea te  app rop r ia te  care system s th a t  include carers  as 
p a r tne rs  of care and also su p p o r t  the ir  ow n needs.
► AIM: To c rea te  a ques t ionna ire  designed to  discover carers ' views 
of th e  cu rren t  level of support  and com m unication . Q uestions 
c rea ted  to  look a t  if and how, carers  would like increased support.  
Through this, th e  cu rren t  research  p roposed:
To examine the needs o f carers within a Rehabilitation and 
Recovery service, with a view to making recommendations for  
potential changes that m ay be highlighted as necessary and/or
desirable.
Method
► Tw enty-four carers  w ere  identified from th re e  hospital hostels, 
using RIO.
► The quest ionna ire  w as designed and reviewed in line with th e  
Trust 's  and University's ca rer  d ev e lo p m en t  workers. It consisted  of 
11 questions; 4 had a Likert-response scale, 3 w ere  o p en -en d ed  
and 4 ques tions  had fixed responses .
► Participants w ere  sen t  th e  ques t ionna ire  and an inform ation sh e e t  
regarding th e  research. A s ta m p e d  add ressed  enve lope  was 
included and follow up calls w e re  undertaken  to  facilitate a high 
re sp o n se  rate.
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Results
► Participants w ere  dissatisfied with th e  level of com m unication  and 
sup p o r t  th ey  currently  receive from staff.
► 84% of participants agreed  th a t  they  would like m ore  support  from 
staff.
► The type  of p referred  su p p o r t  is difficult to  ascerta in  as m any 
people  left blank responses.
► However, it ap p ea rs  th a t  partic ipants  would be in te res ted  in:
° Receiving a newsletter
° Individual meetings w ith staff
► Participants w e re  not in te res ted  in evening sup p o r t  groups and 
training workshops.
Location of carer
meetings
F req uency of 
carer meetings
1= Clinicai
Psychologist
2=Psychiatrist
3=Sociai Worker
4=Nurse
5=Occupationaf
Therapist
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Results from thematic analysis
Communication
►"I find th a t  com m unication  with staff is very difficult/ '
►"Carers.... Should be able to  com m unica te  with ea se  and no t dread  a 
conversation  with th em  [staff]".
Provision of information
► 50% of participants repo rted  th a t  th e  provision of  inform ation w as a 
problem atic  area. In particular they  would like to  know m ore  ab o u t  
th e  " t r e a tm e n ts  available" and  "have regular m eetings [with staff] to  
discuss health  issues."
Suggestions for Improvement
M ore opportun it ies  for carers  and staff to  m e e t  on an informal 
basis to  develop  their  relationships. E.g. having open  days or 
informal coffee mornings.
Staff to  be provided with additional training in com m unication. 
M ore a t te m p ts  to  meaningfully  involve care rs  in clients care. E.g. 
inviting th e m  to  major and minor reviews.
Hospital Hostels to  m e e t  with carers to  u n d ers tand  th e ir  individual 
n e e d s  an d  w ishes.  E.g. learn how  th ey  would like to  receive 
inform ation ( te lephone  calls, m eetings etc.
Distribution of a n e w s le t te r  on a quarterly  basis, outlining th e  
la test  hostel new s . Participants indicated th a t  th ey  would like 
m ore  inform ation from across th e  multi-disciplinary te a m  and 
professionals  could write  a sho rt  piece for th e  n ew sle t te r  on a 
basis.
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Limitations of research
► The low response  ra te  may indicate low motivation am ongs t  
carers.
► Staff focus group suggested  th a t  only a few  clients have carers  and 
even th en ,  the ir  involvem ent is sporadic.
► Research suggests  th a t  many carers  feel d is respec ted  and no t 
listened to  (Repper e t  al., 2008), so m aybe d idn 't  respond as 
th o u g h t  it would not bring a b o u t  change?
► Postal ques tionna ire  may have felt impersonal.
► Dilemma b e tw e e n  carers ' perceived motivation and th e  ex ten t  to  
which th e y  feel marginalised by services.
Future Research
► M o re  local-level research, using focus groups or individual 
m eetings to  b e tte r understand th e  needs o f carers.
► Put into place th e  suggestions and re -aud it next year!
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Appendix F: Letter from team
[TRUST LOGO]
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Dear Emma
Thank yon for presenting your service related research project at the team 
meeting on 11 August 2011. The research regarding the needs of carers has 
generated some helpful ideas to think about in the future and will hopefully 
aid us in our path to seeing carers as partners in care.
Best wishes 
Yours sincerely
[Name and Signature removed for anonymity] 
Clinical Psychologist
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Abstract
This study set out to acknowledge the voices o f carers of people with 
dementia and to incorporate this into the present literature regarding 
dementia. The study therefore sought to ask: How do professional care staff 
construct challenging behaviour amongst residential and nursing home 
residents living with dementia?
Interviews were conducted with twelve care staff working in 
residential and nursing homes and their transcripts were subjected to 
Foucauldian Discourse Analysis. Close examination of the data suggested 
four main discourses that were used interchangeably by all participants: The 
dualistic nature o f dementia, causal explanations, challenging behaviour as a 
form of self-expression and the management of the disorder. It is thought 
that these discourses were drawn upon by participants to open and close the 
dialectical gap between 'healthy' staff and 'unhealthy' people with 
dementia. The researcher suggests that this may highlight the prevalence of 
'othering' in care practices in addition to implications for identity formation 
and the management o f blame and responsibility.
It is argued, amongst other issues, that in order to achieve national 
dementia objectives (DoH, 2009; 2010), training o f care staff should focus 
on the language and discourses drawn upon by staff. Specifically, the use of 
'distress reaction' should be considered as an alternative to 'challenging 
behaviour' to open up new opportunities for thinking and care practices. 
Furthermore, it is suggested that clinical psychologists have a leadership 
role to play in ensuring staff are reflecting on the influence their language 
may have on their clinical practice and in the constitution of an effective 
culture of care.
ATeyworük. dementia, challenging behaviour, discourse analysis
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Introduction
Social constructionism argues that definitions of diseases have no 
"objective existence of their own" (Harding & Pal&ey, 1997, p. 143). They 
are however based on social and political ideas pertinent to a specific time 
in history. It is thus important to consider the social forces that shape the 
understanding of illnesses and the actions taken to treat them.
In the present study, social policies and government initiatives will 
first be examined to reflect the official changes in the understanding of 
mental health and perceptions of dementia. Theories and models of 
challenging behaviour of people diagnosed with dementia will then be 
reviewed to contextualise the current perspectives of mental health in this 
area. This study challenges previous literature and research, as it adopts a 
social constructionist stance to focus on how carers of people with dementia 
address the issue o f challenging behaviour, dialectically, in their daily 
routine. A turn towards language will thus be explained and addressed at 
length.
M ental Health and Social C are
Throughout history there has long been a structure of segregation
and exclusion from a seemingly 'problematic' group within society. For 
centuries, individuals with leprosy took on this role, but following its 
disappearance, society turned its moral obligations to a new group -  the 
'm ad' (Foucault, 2001). Foucault (2001) postulated the idea that a "social 
sensibility" (p.42) developed towards 'madness'. In this way, madness was 
viewed in the same social terms as vagrancy and poverty and thus was 
classified a 'social problem' that needed to be excluded for the protection of 
society (Foucault, 2001).
Over the years social policies changed to reflect the changes in 
understanding of mental health. Initially, the rationality of science and 
psychiatry was the dominant discourse that served to quantify and measure 
madness (Barnes & Bowl, 2001). Society came to be defined as an organic 
system, with human members comprising the cells of this system (Harding
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& Palfrey, 1997). The 'm ad' were seen as irrational beings and thus 
considered to pose a challenge to the social and moral order o f the organic 
system of society (Barnes & Bowl, 2001). It was thus under this pretext that 
individuals were locked away in institutions and controlled through 
somewhat violent means for the protection of themselves and others.
As time continued, control though institutions proved an enormous 
financial cost. The Government's drive towards community care 
(Department of Health [DoH], 2009; Healthcare Commission, 2006; HM 
Government, 2011), can thus be considered a modem version of controlling 
those who are perceived as a threat to the rest of society. This suggests that 
the dominant definitions of dementia derived from medicine are in fact 
social constructions based on society's present needs and wishes (Harding 
& Palfrey, 1997).
To obtain a full understanding of dementia it is necessary to reflect 
on the social and political changes that have occurred. Indeed, the last 
twenty years has seen a surge of interest in dementia and a drive towards 
changing the way dementia is defined and understood. For example, the 
Government White Paper (DoH, 2001) and National Dementia Strategies 
led to living well with dementia becoming a national objective (DoH, 2009). 
Indeed, a desired outcome of the latest addition to the National Dementia 
Strategy (DoH, 2010) is that by 2014 all individuals with dementia can say 
"I am treated with dignity and respect" (DoH, 2010, p. 12).
These publications are thought to have led to a change in the 
perception o f dementia from a 'living death' to the promotion of health and 
well-being in people with dementia (Downs & Bowers, 2008). A move to 
valuing the individual person seems particularly important for individuals 
with dementia. Research shows that those who exhibit behavioural 
disturbances that are considered to be challenging, are more likely to face 
abuse through restraints and protective devices, in addition to exclusion and 
deprivation (Coin, Reichman & Berbig, 1993; National Institute for Clinical 
Excellence [NICE], 2006; Stokes, 2005). For the present study, it is 
pertinent to examine contemporary theories and models of dementia and
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challenging behaviour to understand the current social construction of 
dementia.
W hat is dementia?
Prevalence and definition
Currently, as many as 750,000 people are living with dementia in the 
UK, costing the National Health Service (NHS) €8.2 billion a year (DoH, 
2010) However, this is set to rise to 1.5 million people in thirty years (DoH,
2010) increasing the estimated cost to €50 billion a year (DoH, 2009).
Within western society dementia has been constructed as a 
diagnostic category. The American Psychiatric Association [APA] (2009) 
suggest that symptoms and progression can vary considerably between 
individuals, but the main feature of dementia is considered to be the 
"development of multiple cognitive deficits that include memory 
impairment and at least one of the following cognitive disturbances: 
aphasia, apraxia, agnosia, or a disturbance in executive functioning" (APA, 
2009: p. 148). These difficulties have to impact on a person's daily living 
and represent a decline from previously higher functioning (APA, 2009). 
Broader symptoms also include difficulties with visual-spatial functioning, 
mood and anxiety disturbances in addition to behavioural and motor 
difficulties (APA, 2009).
Diagnostic categories are a key part of healthcare within western 
societies. Furthermore, it is thought that they legitimate the existence and 
treatment of conditions (Brown, 1995). However, social constructionists 
(Brown, 1995; Harding & Palfrey, 1997) suggest that diagnoses should not 
be treated as an 'absolute truth'. It is argued that diagnoses do not develop 
due to advanced medical knowledge, but rather as a result of cultural 
influences (Harding & Palfrey, 1997). For example, Harding and Palfrey 
(1997) suggest looking at the changes in epilepsy from a symbol of celestial 
inspiration to a neurological disorder. This holds implications for social 
policy, suggesting that society's understanding and actions may influence 
the conditions labelled and the treatment offered (Brown, 1995). It also
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strengthens the argument for treating diagnoses more tentatively and 
investing time examining how diagnoses came to be constructed.
Dementia and challenging behaviour
Prevalence and definition
Whilst estimates vary, behavioural disturbances that are considered 
challenging are highly prevalent particularly within hospital settings 
(Department of Health, 2010). Research suggests that as many as 90% of 
people with dementia will show some form of challenging behaviour 
(Lyketsos et al, 2002; cited in James, 2011, p. 18).
The most widely used definition of challenging behaviour is outlined 
by Emerson (1995) who describes it as a "culturally abnormal behaviour" 
(p. 4). This may include aggression, destruction and self-injury of such 
propensity that it is likely to cause harm to themselves or others (Emerson & 
Einfield, 2011).
The term 'challenging behaviour' was initially suggested by 
Blunden and Allen (1987) in an attempt to move away from individual 
pathology towards a description that took account of the environment and 
systems around an individual. This terminology suggests that challenging 
behaviour is a social construction defined by the interaction between 
individuals and their environment. Whether behaviour is described as 
challenging will depend on the context in which it is being construed 
(Emerson & Einfeld, 2011; James, 2011). This provides further evidence for 
the suggestion that a social constructionist &amework is needed to 
accurately research dementia and challenging behaviour.
Nevertheless, it is argued that 'challenging behaviour' continues to 
focus on problems rather than thinking about the distress and needs being 
communicated by the individual (Stokes, 2005). It is also thought to 
undermine the sense o f personhood assigned to people living with dementia. 
This refers to a status within a relationship and/or society that implies 
"recognition, respect and trust" (Kitwood, 1999, p. 8). This goes against 
social policy that promotes the use of person-centred care because it
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neglects the person with dementia and pays attention to the categories 
professionals place them in (Brooker, 2004).
It is thus argued that the term 'behaviours that challenge' is more 
appropriate and encourages healthcare staff to find solutions to difficult 
behaviours (James, 2011). Within this definition, behaviours that challenge 
are not seen as clinical symptoms but intertwined with the perception of 
"challenging, tolerance and judgement of acceptability" (James, 2011, p. 
13). However in spite of this current debate, the present study uses the term 
'challenging behaviour' because this was considered to be the most 
accessible term for the m ^ority of the intended participants.
W hat has been said: Theories and models of challenging behaviour
The medical model
Historically, the aetiology of dementia and challenging behaviour 
have been considered in terms of a number of neurological factors (Stokes, 
2005). Disruption to specific brain regions is suggested to characterise the 
symptoms of dementia as shown by biopsies and post-mortem 
examinations. For example, lesions in the frontal lobes (Grigsby, Kaye & 
Robbins, 1995) may result in difficulties with self-control and thus have 
implications for aggression and sexual inhibition (Stokes, 2005). 
Furthermore, extracellular deposits of a-amyloid and the loss of neuronal 
synapses are thought to result in the behavioural changes observed in people 
with dementia (Francis, Palmer, Snape and Wilcock, 1999). There is also 
evidence that changes in specific hormone levels such as serotonin has 
negative implications for mood and may thus give rise to increased 
aggression (Francis et al, 1999).
In response to the medical model, dementia and challenging 
behaviour have largely been treated through pharmacological approaches. 
However, the last twenty years have seen a surge of research looking into 
the effectiveness of drug treatments. This has led to an assumption that 
people with dementia who show behavioural disturbances need tranquilising 
(James, 2011), resulting in the over-use of anti-psychotic drugs (Baneijee,
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2009). Anti-psychotic medication is known to have negative side-effects 
including sedation, parkinsonian symptoms and damage to the heart (Meyer, 
Mohler & Kopke, 2012; Baneijee, 2009). Medication can also have adverse 
consequences for older adults who may already have a number of physical 
health difficulties (Baneijee, 2009). Furthermore, research suggests that this 
treatment can interact with other medications older adults may be taking, 
increasing agitation and potentially mortality (James, 2011; Baneijee, 2009).
The surge in research regarding dementia care also highlighted only 
moderate efficacy for most medications offered to people with dementia and 
challenging behaviour (Meyer et al., 2012). In light o f this and the 
significant risks associated with taking this medication, researchers are now 
looking into alternative, non-pharmacological approaches (Logsdon, 
McCurry & Terri, 2007).
Alternative ideas: Contextual and person-centred models
Kitwood (1996) argues that research into the neuropathology of 
dementia is based on the assumption that there is a linear sequence between 
neuropathic change and dementia. This does not take into account the social, 
environmental and personal aspects associated with dementia (Kitwood,
1996). Furthermore, it constructs behaviours as symptoms rather than 
attempting to hypothesise what may be underlying and influencing 
behaviour (Stokes, 2005). Research has thus emerged that looks beyond the 
medical model.
The medical model aforementioned constructs challenging 
behaviour as an internal stable feature of an individual with dementia 
(James, 2011). It is also possible that environmental factors contribute to the 
onset and maintenance of behaviours that challenge. Volicer and Hurley's 
(2003) integrated psychiatric and contextual factors perspective, suggest that 
there are a number of causes of behavioural difficulties that may lie within 
the individual such as premorbid personality, their mental health and 
difficulties with daily living. However, these internal factors are thought to 
be mediated by influences within the context such as the social and physical 
environment (Volicer & Hurley, 2003).
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Aspects of the physical environment such as sensory stimuli 
including noise and light can contribute to some behavioural difficulties 
(Schnelle, Ouslander, Simmons, Alessi & Gravel, 1993). For example, the 
'sundowning' effect where service users show an increase in agitation in the 
early evening hours is common amongst people with dementia. 
Furthermore, factors such as overcrowding or under and over stimulation is 
thought to contribute to an increase in difficult behaviours (Cohen- 
Mansfield & Taylor, 1998).
Beyond the physical environment, research has turned its focus 
towards the interpersonal experiences o f a person living with dementia 
(Kitwood, 1999). Previously, the subjectivity of individuals with dementia 
was completely disregarded and thus individual experiences were not 
thought about (Kitwood, 1999). However, new person-centred models are 
emerging (Brooker, 2004) that attempt to address this lack of focus on an 
individual's sense of personhood. Cohen-Mansfield (1998; 2000; 2001) 
suggests that whilst it is necessary to consider an individual's personal 
history and their environment, it is also necessary to examine what might be 
underlying challenging behaviour. This research indicates that behavioural 
difficulties are a way o f communicating unmet needs and an expression of 
the frustration when these needs are not met (Cohen-Mansfield, 1998; 2000; 
2001). These needs include basic physical needs of food and warmth, in 
addition to the need for security, occupation and social and relational needs 
(Stokes, 2005).
Thinking about the needs of an individual with dementia may pose a 
dilemma for care staff, as it requires them to reflect upon the subjective 
experiences of service users (James, 2011). James (2011) attempted to take 
the unmet needs model a step further by suggesting that staff need to know 
how to understand the emotional dynamics between themselves and service 
users in order to meet their needs. For example, it is essential that staff can 
read facial expressions and think about what the person is trying to 
communicate and what they can do to make the person feel be#er (James, 
2011).
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Currently, it is widely agreed upon that the causes o f challenging 
behaviour are multifactorial (Moniz-Cook, Woods & Richards, 2001). 
Research is turning its focus towards a functional analysis of all aspects of 
an individual, the context and their relationships, in order to better 
understand challenging behaviour in people with dementia (Moniz-Cook et 
al., 2001). An important part o f this research examines the effects care staff 
have on the onset and maintenance of challenging behaviour. This will now 
be discussed in the next section.
Care staff and challenging behaviour
A surge of interest into care staff practices and interpersonal dynamics has 
emerged over the last thirty years. This is largely due to reports illuminating 
the harmful care environments many people with dementia were forced to 
live in. (Adams, 2008). Adams (2008) argues that the move towards 
community care highlighted the malignant care culture that had been 
occurring behind the closed doors of the institutions. Shocking accounts of 
malpractice were identified (Whitehead, 1969) and led people to question 
why such practices had occurred.
It was thought that institutions had adverse consequences for staff in 
addition to service users, as reports suggested nurses lost contact with the 
values and attitudes they had previously held before entering the institutions 
(Adams, 2008). The implication being that they often became blind to the 
service users personhood, focusing solely on the physical tasks that often 
people with dementia are unable to undertake alone (Adams, 2008).
However, research highlights that the move towards community care 
did not dissipate all examples of malpractice and recent inquests have 
highlighted that elder abuse continues to occur (Castle, 2012). Furthermore, 
such abuse is more likely to occur in situations where the service user is 
perceived to exhibit challenging behaviour. For example, service users are 
more likely to face abuse through restraints and protective devices in 
addition to exclusion and deprivation (Stokes, 2005; Coin, Reichman & 
Berbig, 1993; National Institute for Clinical Excellence, 2006). One 
approach to understanding this has been to draw on ideas from social 
psychology and in particular attribution theory.
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Attribution research
Social psychological literature suggests that a person's perceptions 
of another can influence their behaviour towards them (Hogg & Vaughan,
2005). With this in mind, research has sought to examine the relationship 
between care staff perceptions of service users and their behaviour towards 
them. Timko and Rodin (1985) highlight that issues of manageability and 
treatability are linked to nursing staffs' perceptions of 'good' and 'bad' 
service users and may result in changes in staff behaviour. It is suggested 
that the nursing home is traditionally thought of as a place for older people 
to go when they are physically deteriorating in the later stages of life. It is 
thus likely that these service users are seen as untreatable. Untreatable 
service users are thought to be held in lower regard, which has implications 
for the level of care they receive (Timko & Rodin, 1985).
Research using a h-amework o f attribution theory has been used to 
examine this relationship further. This theory suggests that individuals are 
motivated to assign causes to events to feel a sense of control over their 
environment (Heider, 1958). Weiner (1980; 1985) suggested that an 
individual's explanation of attributions about the cause of an event, 
combined with the resultant emotion and belief that they can influence an 
event, will determine an individual's response. It is postulated that causal 
attributions focus on internal factors, environmental factors, stability and 
controllability. For example, if  a perceived negative behaviour is attributed 
as internal and under an individual's control, the person doing the 
attributing may experience anger. This is in comparison to attributions 
outside of an individual's control where sympathy and more helpful 
behaviours may be elicited (Stanley & Standen, 2000).
Studies looking at the application of the attribution theory to 
challenging behaviour have largely focused on learning disability settings. 
For example, Weigel, Langdon, Collins and O'Brien (2006) found that staff 
attributed challenging behaviour as internal to service users and within their 
control. Furthermore, staff reported high levels of expressed emotion 
towards those they considered to be challenging in comparison to non­
challenging service users (Weigel et al., 2006).
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However, a small number of studies focusing on older adults have 
now emerged. One study with general nurses in a rehabilitation setting for 
the elderly found that negative emotions were reported for negative 
behaviours that were attributed to non-medical causes (Harbome, 1996). A 
study within a specialist dementia service found a positive correlation 
between causal attributions and caregiving behaviour. This suggests that 
staff attributions o f challenging behaviour can mediate their caregiving 
response (Todd & Watts, 2005).
However, there are a number of methodological considerations 
associated with attribution research, most pertinent of which is that they 
lack ecological validity. The studies listed above all used vignettes depicting 
various forms of challenging behaviour, indicating a lack o f real-world 
research. Research indicates that individuals respond differently to vignettes 
compared to real examples of challenging behaviour (Lucas, Collins & 
Langdon, 2009). For example, individuals may draw upon attributions from 
the words of the vignettes or questionnaires that they may not have thought 
of spontaneously (Lee, Randall, Beattie & Bentall, 2004).
Todd and Watts (2005) attempted to overcome this by looking at 
participants real-life explanations for service users' behaviours. They found 
that there was no consistent role for attributions, but noted that emotions of 
optimism and sympathy were related to willingness to help, in comparison 
to staff burnout.
New perspectives: An alternative fram ew ork
The positivist paradigm
Much of the literature addressing the link between care staff and 
challenging behaviour is embedded within the positivist paradigm. This 
paradigm is based on the assumption that only scientific knowledge can 
demonstrate the truth about reality (Kaboub, 2008). It purports that events 
can be measured empirically in lab-like conditions to establish the 'truth ' of 
what is happening (Kaboub, 2008; Tuffin, 2005). For example, the positivist
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paradigm suggests that an individual's verbal expression of an attitude is an 
open window to their cognitions and attitudes (Willig, 2008).
However, the positivist paradigm is refuted by many researchers and 
argued to be reductionist and not able to take into account the complexity of 
information (Tuffin, 2005) on a particular topic. The paradigm neglects to 
acknowledge the influence the researcher has on the participants and indeed 
the research itself (Tuffin, 2005). Furthermore, the concept o f definable 
objectivity is problematic given that most concepts are not easily defined by 
a set of measurable and observable criteria. For example, individuals are 
able to recognise emotions but any one emotion can be expressed and thus 
defined in many different ways. Common sense teaches us what these 
expressions may be, but common sense does not conform to the positivist 
idea of objective and measurable criteria (Ingleby, 1981). Thus, within the 
positivist h-amework, important concepts such as emotions cannot be 
'scientifically' researched and therefore, there is a need to seek alternatives 
to study these less 'scientific' topics. This will now be discussed.
A social constructionist viewpoint
There is no single definition of social constructionism that is agreed 
upon by all theorists and researchers. However the term represents a critical 
stance of the positivist paradigm and the assumption that there is one 'truth' 
that can be objectively observed and measured (Burr, 2011). From this 
perspective, it is argued that there cannot be 'one truth' about the world as 
individuals are constantly constructing and reconstructing versions of 
perceived events pertinent to a specific time and place. In this way, the 
concepts and theories used to understand the world are both specific to a 
particular time in history and culture and are a product o f a particular time 
(Burr, 2011). Furthermore, Burr (2011) argues that knowledge is 
constructed in social interactions, suggesting knowledge is a product of 
social processes rather than mere empirical observation. Finally, 
constructions of the world can be seen as social actions, bound to power 
relations and social rules (Burr, 2011).
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To be more precise, and to focus on the changing understandings of 
dementia, it is noted that originally, the term 'dementia' had a wider 
meaning than today's understanding of the disorder. That is, it referred to 
any state of decline associated with significant brain disease (Cheston & 
Bender, 1999). This stressed organic changes, with no consideration for 
personal or social factors. Cheston and Bender (1999) suggest that the 
recreation of 'senile dementia' to 'Alzheimer's disease' had implications for 
new treatments. They also argued that the recreation reflected changes in the 
wider society, such as the increasing life expectancy of the population. This 
emphasises that knowledge is bound up with social processes and is 
constantly reconstructed to reflect the changes in history and culture. Thus, 
there cannot be one truth that can be revealed by research.
By placing social interactions at the heart of producing knowledge, 
social constructionist researchers argue that language is more than an open 
window to an individual's cognition (Burr, 2011). Language is perceived as 
productive, constructing version of events to achieve certain functions and 
objectives (Willig, 2008). Therefore an exploration of the types of language, 
who uses it and in what context, can contribute to how the world is 
understood and constructed.
Looking at the world through language: Discourse analysis
Discourse analysis provides a theoretical approach to understanding 
the nature of language (Willig, 2008). It is based on the assumption that 
language is a "medium for action" (Potter & Wetherell, 2010, p.9). 
Individuals are considered to have a set of linguistic resources specific to 
the here and now that they can select to construct a version of the social 
world (Potter & Wetherell, 2010). It is thought that a person is not 
consciously constructing events, but may do so by trying to make sense of 
information or perform a social action. This results in language variation as 
different situations may require different social actions (Potter & Wetherell,
2010). In this way, how language is used to construct events and the 
functions of these constructions, are the focus of discursive research.
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The term discourse refers to a "set of meanings, metaphors, 
representations, images, stories, statements and so on that in some way 
together produce a particular version o f events" (Burr, 2011, p. 64). Due to 
the fact there are various ways of constructing an event, there are also many 
versions of a discourse each representing an event or object in a different 
way.
Foucauldian discourse analysis
There are two types of discourse analysis: Discursive psychology 
and Foucauldian discourse analysis. Both identify with different academic 
traditions and thus address different research questions. Willig (2008) states 
that discursive psychology derives h"om ethnomethodology and 
conversation analysis. It focuses on how individuals use discursive 
resources and the performative action. In comparison, Foucauldian 
discourse analysis derives from the work of Foucault, exploring discursive 
resources, subjectivity and power relations (Willig, 2008).
Language is perceived as having an "action orientation", achieving 
specific functions through the active selection of linguistic resources such as 
rhetorical strategies (Coyle, 1995). In addition to constructing objects, 
Foucauldian discourse analysis looks at the subject positions afforded to 
speakers during talk and interaction. Subject positions are thought to hold a 
set of rights or obligations that the individual will engage with and will 
perceive the world through that position (Burr, 2011).
In this way, constructions can make available certain ways of seeing 
and acting in the world (Willig, 2008). Thus, Foucauldian discourse analysis 
looks at the discourses available within a culture and the implications for 
those who live within it. Importantly, this viewpoint highlights the power 
relations created through language. For example, dominant discourses 
legitimate certain ideas and practices, thus disempowering alternative 
discourses. This also highlights the relationship belween discourses and 
institutional practices. It is thought that discourses create, legitimate and 
reinforce institutional practices (Willig, 2008). For example, being
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positioned as a 'patient' legitimates the practice of doctors examining and 
treating an individual's body. Finally, Foucauldian discourse analysis also 
considers history and reflects on how discourses change over time.
Research focusing on language
The turn towards social constructionist research has identified a new
way o f understanding medical and mental health. The present medical 
system is based on Cartesian logic separating the mind and body. The 
implication here is that the body is seen as a physiological object, stable and 
rational, with the mind largely becoming invisible (Harding & Pal&ey,
1997). Furthermore, Foucault (1973) argues that within medicine, the body 
becomes a ‘machine’ that requires experts to understand and ‘fix’ it, with 
the owner of the body disregarded. This way of working provides a dualism 
of power, with the expert positioned as ‘knowing all' and the service user 
disempowered. It also legitimates the expert manipulating and controlling 
the service users’ body (Harding & Palfrey, 1997).
Such power differentials have been highlighted and understood by 
research that has focused on care staff practices. For example, staff 
interviews with professionals involved in a community dementia project, 
suggested that staff frequently positioned themselves in the expert role 
(Harding & Palfrey, 1997) For example, they constructed themselves as 
having a body of knowledge others did not have and thus they emphasised 
the need to educate and publicise their expertise (Harding & Palfrey, 1997). 
This can be interpreted as staff positioning themselves as ‘knowing all' to 
serve the function of seeking a higher professional status. Furthermore, it 
had the effect of positioning themselves in a powerful position and thus 
locating service users as disempowered.
It is also evident that literature suggests talk embodies “critical 
aspects o f healthcare i ts e lf  and plays a role in the construction o f norms 
and practices that define the care offered by services (Grainger, Atkinson & 
Coupland, 1990, p. 192). Grainger et al. (1990) used conversation analysis to 
understand the communication between care staff and elderly service users. 
They suggested that staff deflected troubles away h"om both themselves and
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service users. This had the effect of staff not having to take responsibility 
for service users' difficulties and problems within the services they worked 
in. Furthermore, Grainger et al. (1990) suggested that staff deflection often 
served to minimise service users' troubles, often with the effect of leaving 
service users feeling marginalised or alienated.
Grainger et al. (1990) argue that the communication between staff 
and service users is constrained by institutional norms and practices. For 
example, staff may be told to maintain a bright mood and thus worrying 
about difficulties or indeed engaging in ‘trouble-talk' may deviate from 
institutional norms. This may be why staff deflected troubles away. This 
also holds implications for staff identity and other staffs perceptions of 
their work (Grainger et al., 1990).
There has been no research into staff views of challenging behaviour 
amongst people with dementia using a discourse analysis approach. 
However, discourse analysis has been conducted within the learning 
disability setting. Wilcox, Finlay and Edmonds (2006) found that staff drew 
upon two different discourses to construct the challenging behaviour of 
service users with learning disabilities. Firstly, they noted that challenging 
behaviour was constructed as an individual pathology, internal and stable to 
the service user. The authors suggested that this afforded staff a subject 
position o f control, serving to disempower service users and helping staff to 
manage blame and responsibility. Secondly, they identified that challenging 
behaviour was constructed as an understandable reaction to the context. 
These two discourses were also used by staff interchangeably, but Wilcox et 
al. (2006) argue that the context discourse was used in a way to support and 
maintain the dominance of the individual pathology discourse.
This research indicates that staff can play a significant role in the 
disempowerment of service-users in their interactions with them 
(McConkey, Morris, & Purcell, 1999). It also raises the idea that staff may 
be engaging in ‘othering'. Othering refers to the “process of attaching moral 
codes of inferiority to difference" (Krumer-Nevo & Sidi, 2012, p.300). It is 
the idea that marginalised groups are discriminated against in order to
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reaffirm the dominant group's identity and it is achieved through the 
mechanisms of discourse (Krumer-Nevo & Sidi, 2012).
Research suggests that othering becomes apparent when discourse is 
used to reduce individuals to common stereotypes and not considering them 
within their context and history. Individual differences are also not reflected 
on, with the individuals being ‘othered' seemingly seen as detached from 
common humanity (Krumer-Nevo & Sidi, 2012). Research looking at the 
effects of othering in care services suggests that it can develop and maintain 
positions of domination and subordination (Johnson et al., 2004). 
Furthermore, this research indicated that institutional contexts can actually 
create the conditions for and legitimate othering practices to the detriment of 
service users. Johnson et al. (2004) argue that more research is needed to 
highlight the inequitable and potentially harmful practices in care service.
Although caution has to be taken when drawing on research 
undertaken with another service user group, the research indicates that 
discourse analysis may be a useful tool for understanding staff views of 
challenging behaviour and the consequences of this on their clinical 
practice. It also raises the idea that research focusing on language is not only 
important to help understand service user experiences, but also to better 
understand the subjective experiences of staff and the formation of their 
identity.
Political considerations and the care context
KJtwood (1999) coined the term ‘malignant social psychology' to refer to 
the potentially harmful care environment many people with dementia live 
in. It is argued that the effect of the psychosocial environment could be 
sufficient to “drive people demented" (Kitwood, 1999), substantiating the 
link between the context and an individual's health. As aforementioned, 
research suggests the harmful culture of care may be a result of care staffs' 
emotions and attributions. O f particular importance is the fact that different 
staff perceive challenging behaviour differently. This has implications for 
different care practices being implemented (Moniz-Cook et al., 2001).
As the majority of older adults who show challenging behaviour
reside within hospital or nursing and residential home settings, staff are 
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responsible for the delivery of most o f their care (Todd &Watts, 2005). 
Recent research into dementia care services indicated that care standards are 
h-equently not maintained and it is thought that staffing issues may be 
contributing to this (Ballard et al., 2001; Marshall, 2001). For example, 
Ballard et al. (2001) indicated that insufficient staffing levels and a lack of 
formal training may mean attention is not paid to ensuring service users are 
engaged in meaningful activities, or engaged in interaction with staff and 
other service users. Ballard et al. (2001) found that this meant many service 
users spent much of their time disengaged and lacking basic and 
constructive activity.
Marshall (2001) argues that many staff still hold ‘old-fashioned' 
views, believing people with dementia to be unaware of the world around 
them. Staff may therefore see little point in interacting with service users 
with dementia. However, Marshall's (2001) ideas are based on estimation 
rather than an outcome of research. Despite this, research looking at the 
views of General Practitioners revealed that many felt there was no point 
helping to diagnose and treat people with dementia as there was no cure 
(Audit Commission, 2000). That said, it could be argued that it is easy to 
‘blame' professionals. However many professionals were trained before the 
research from people such as Kitwood (1999) was undertaken. They are 
likely to have been trained in meeting basic physical care standards such as 
food and medication, and not to think about meaningful activity and the 
subjective experiences o f people with dementia (Marshall, 2001).
This literature focusing on the experience of care services for people 
with dementia, suggests that re-training staff will promote better care 
services (Marshall, 2001; Downs & Bowers, 2008). The Government has 
responded to this by attempting to improve dementia care services through a 
focus on workforce capability (DoH, 2009). It is thought that by providing 
clear pay and career structures in addition to staff training and development, 
services will improve (National Audit Office, 2007).
The present study
The research supporting the Government's plan to retrain the caring
workforce has neglected to consider the importance of language. The 
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literature suggesting that staff hold ‘old-fashioned' views and low 
expectations for people with dementia stem from conclusions based on staff 
surveys (Audit Commission, 2000) and observations. Research has resided 
within the positivist paradigm and also focused on attribution theory and 
assumed that what individual's say is a direct observation of their 
cognitions. However, research focusing on language has shown discourses 
can construct versions of events in accordance with function and context. 
Furthermore, discourse can make available certain ways of being in and 
viewing the world. This has implications for the norms and practices 
available to those who work in care services.
Burr (2011) states that whether the body is seen as healthy or 
unhealthy depends on social not biological criteria. Illness is not a “fixed 
entity" (Burr, 2011, p.37) but a product o f cultural norms, values and the 
environment. Burr (2011) argues that individuals are constrained to live in 
environments shaped by the dominant population, which can be problematic 
for the less powerful in society. From this viewpoint, dementia and 
challenging behaviour are seen as a function of the environment sustained 
by the social practices available to those within that setting. It also suggests 
that these social practices only serve to benefit the dominant population and 
legitimate the control over the less powerful. It is argued that classifying 
people as ‘challenging’ or ‘demented’ enables individuals to control those 
so labelled, through the regulation of work and social practices (Foucault, 
2001; Danfbrth & Navarro, 1998). This has been shown to be fundamental 
in institutional settings where research is in support of the idea that staff can 
play a significant role in the disempowerment of service-users in their 
interactions with them (McConkey, Morris, & Purcell, 1999; Wilcox et al.,
2006).
Research and reports highlight the prevalence of elder abuse and 
malpractice particularly in settings where service users are perceived to 
exhibit challenging behaviour. It is evident that this cannot be merely 
understood through attribution theory, but rather research needs to reflect on 
the social and cultural influences that may be impacting on why this abuse is 
still occurring. For example, it is argued that if  service users are seen in 
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terms of memory deficiency and irrationality, this may give rise to viewing 
them as lacking personhood. As a result, this may legitimate professionals 
thinking that it is ok to engage in practices that may constrain and 
disempower service users with dementia (Adams, 2008).
Due to this, it is necessary for research to turn towards a 
methodology that can examine how knowledge and events are constructed 
within society and expressed though language. Foucauldian discourse 
analysis is able to do this by taking into account the cultural and historical 
context, whilst examining the power relations and subjective experiences of 
those engaging in language.
If a unity o f policy and practice is to be upheld, one must look at 
how service users are currently understood by staff before efforts can be 
made to improve the quality o f care and the empowerment of service users. 
By better understanding the current constructions of challenging behaviour, 
steps can be taken to unravel the social practices, beliefs and power 
dynamics that have contributed to a malignant culture of dementia care. 
From this, professionals may be able to reflect on their clinical practice and 
appropriate staff training could be devised.
Research aims, objectives and the research question 
A literature review of dementia and challenging behaviour indicated that no
research has examined staffs construction of challenging behaviour using a
discourse analysis approach. Therefore, the aim of the present research is to
add to this literature by examining the discourses that care staff use to
describe and explain challenging behaviour within dementia. The objective
of the research is to acknowledge the voices of carers of people with
dementia and incorporate these into the study of dementia. Therefore, the
study asked: How do professional care staff construct challenging behaviour
amongst residential and nursing home residents living with dementia?
To help answer the research question the study adopted a
Foucauldian discourse analysis approach to analyse text from interviews and
to analyse the data. This was considered the best way to analyse the data
because of its focus on the concepts of positioning, power and the awareness
of the historical and institutional context (Willig, 2008). Semi-structured 
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interviews were selected as a method of gathering data in a way that 
facilitated participants to talk openly and freely. Interviews ensure each 
participant is asked the same questions, providing comparability. They also 
allow for immediate intervention should the participant or research 
misunderstand the question or response (Potter and Wetherell, 2010). Open- 
ended questions were used to facilitate information gathering in the most 
natural way as possible. This was combined with participants being 
informed that the researcher was interested in their personal experiences and 
there were no right or wrong answers. Research suggests that this reduces 
the likelihood of participants filtering information to present in a favourable 
light (Harper & Thompson, 2012).
Method
Participants
Twelve participants took part in the study, six were paid care staff 
working in a nursing home, six were paid care staff working in a residential 
home, both for older adults. Ten participants were female and two were 
male. Four participants described themselves as White British, three 
described themselves as Black Ahican, four participants described 
themselves as Asian and one participant stated that they were Indian. Their 
ages ranged h"om 26 to 58 and they had between one and twenty-two years' 
experience of working with older adults. All participants reported that they 
currently worked with individuals with dementia and challenging behaviour. 
Appendix A contains individual information about each participant^.
Ethical approval
This study received a favourable ethical opinion &om the Ethics
Committee of the Faculty o f Arts and Human Sciences at the University of 
Surrey (see Appendix B).
 ^Please note that all names of people and places have been changed to protect participants' 
and clients' confidentiality.
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Procedure
Recruitment o f participants
One nursing home and one residential home both offering a 
provision for people with dementia, were approached and given an overview 
of the present research study. All care staff who had a minimum of one 
year's experience of caring, were provided with an information sheet (see 
Appendix C). The criterion for experience was set to ensure that participants 
had the necessary experience and exposure to discourses surrounding 
dementia and challenging behaviour.
Approximately, six out of thirty staff from the nursing home and six 
out of sixteen staff h"om the residential home took part in this study. Each 
participant was provided with a consent form (see Appendix D), offered the 
opportunity to ask questions and informed that staff responses would not be 
fed back to management unless there was an issue of serious risk or 
concern.
Participation numbers were based on how many people were needed 
to take part in this study. Literature suggests that roughly ten participants are
sufficient for investigating discourse (Potter and Wetherell, 2010). 
Furthermore, participation numbers reflected the number of people who 
were available to take part on the days the researcher visited the homes. No 
one declined to participate and therefore the numbers do not necessarily 
reflect how many people wanted to take part, but are a reflection of the 
remit of this study.
The semi-structured interview
A semi-structured interview schedule was designed for the study 
(see Appendix E). The questions were constructed following the strategy 
developed by Potter and Wetherell (2010) to collect data designed to be 
discourse analysed. Potter and Wetherell (2010) report that discourse 
analysts should use questions relating to discourses construction and 
function. As such, some questions focused on what participants thought the 
term ‘challenging behaviour' meant and the function and consequences such 
behaviours led to, if  exhibited by clients. Questions about their personal
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views and interests in their roles in working with dementia and challenging 
behaviour were included to see the impact, if any, on constructions. Other 
questions encouraged participants to think more about different perspectives 
to open up the possibility of exposing alternative and potentially 
problematic viewpoints. Literature suggests this is useful in allowing for 
deeper exploration of the system that discourses are embedded in (Burr,
2011). This was supported by follow up questions that intended to foster 
deeper exploration, particularly if issues were raised that may have been 
contradictory to the participant's views (Potter & Wetherell, 2010).
Cultural and potential language barriers were also taken into account 
when constructing the wording and structure of the questions. The author 
asked the University of Surrey's service user and carer coordinator to 
comment on the ease and accessibility of the questions, to assess whether 
they would be easily understood by individuals who first language was not 
English.
Initially, two interviews were conducted and transcribed. Following 
these, an adjustment to the wording of question three was made due to 
participants not fully understanding the original question. Data &om these 
two initial interviews was included in the analysis. English was not the first 
language for half o f the participants, but this was not felt to be a barrier 
because each participant had either trained in England or worked over here 
for several years, and described themselves as having a good working 
knowledge and understanding of English. Furthermore they were each told 
to ask if they did not understand any part of a question.
Interview procedure
Once informed consent was received from the participant, the 
interviews took place in the participants' place of work. Each interview 
lasted between twenty and forty-five minutes and was tape-recorded for 
transcription.
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Rigour of the procedure
The evaluation of research usually refers to assessments o f reliability
and validity, but this process is based on the assumption of scientific 
objectivity (Coyle, 1995). Scientific objectivity assumes that the researcher 
and the participants are separate, however in discourse analysis this is not 
the case. Both the researcher and the participant are drawing upon linguistic 
resources to construct discourses and make meaning in the social world 
(Coyle, 1995). Furthermore, the object of the present analysis is discourse, 
which in itself is inconsistent and constantly changing (Yardley, 2000). 
Thus, discourse analytic research cannot be evaluated using these criteria, as 
it is positioned in a different research paradigm (Coyle, 2007).
With the rise in the number of research studies using qualitative 
methods, psychological researchers have begun to look at new ways of 
evaluating the rigour of qualitative research procedures. Yardley (2000) has 
suggested five criteria that can be used to evaluate qualitative research:
Criterion one: Sensitivity to context
Yardley (2000) argues that qualitative researchers should have a 
sound understanding of the previous research undertaken and an 
appreciation o f the historical and social context. This is particularly 
pertinent for discourse analysis, which aims to highlight the assumptions in 
research using scientifically objective methods in order to develop new 
perspectives. This study attempted to fulfil this criterion, by undertaking a 
comprehensive literature review to understand the current models of 
dementia and challenging behaviour. With this knowledge, it is hoped that a 
more in-depth analysis can then be undertaken. Furthermore, attention has 
been paid to the different perspectives of dementia throughout history, in 
addition to a reflection on the interview context and the influence this may 
have on the data. This includes a reflection on the context of the relationship 
between the researcher and the participants and any potential power 
differences.
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Criterion two: Commitment
Yardley (2000) refers to a high level of commitment and the 
competence of the researcher, as another key evaluative criterion. The 
author's commitment to this data is highlighted in their undertaking of 
clinical work in this area and their passion for this work as highlighted in 
the reflective section below. Competency can be judged by the author's 
undertaking of clinical psychology training that focuses on developing 
sound clinical and research skills.
Criterion three: Rigour
Rigour refers to the “completeness of the data collection (pp. 221 
Yardley, 2000). The present study includes twelve interviews of up to fbrty-
five minutes in length, providing sufficient data for a rich and detailed 
analysis.
Criterion four: Transparency and coherence
Yardley (2000) suggests that qualitative research needs to have a 
strong and transparent narrative that creates a persuasive and meaningful 
version of events for readers to be able to digest. It is intended that the 
interview extracts provided in the results section will allow the reader to 
judge the plausibility of the interpretations made. Furthermore, the author 
has linked this analysis with previous research and contextual issues, with 
the hope of providing the reader with a coherent narrative of how dementia 
and challenging behaviour is constructed by care staff. This is supported by 
a section on reflexivity to highlight the author's intentions and motivations 
regarding the present work.
Yardley (2000) also states that qualitative research methods should 
clearly fit with the research question. As justified in the introduction, the 
author was interested in looking at how care staff construct challenging 
behaviour in people with dementia. Foucauldian discourse analysis was 
deemed to be the most appropriate research method due its focus on subject
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positions, power implications and grounding in the historical context. This 
method thus lends itself to analysing talk in institutions and the influence 
this has on legitimating certain ideas and practices within institutions of 
care.
Criterion five: Impact and importance
Yardley (2000) argues that the defining evaluative criterion of 
qualitative research is the theoretical and practical worth of the results. This 
research will be fed back to each of the homes that took part in this study. It 
is hoped that the results will encourage care staff to reflect on their work, 
and in particular for managers to think about service design, the training 
needs of staff and the quality o f care being delivered. It is also hoped that 
this work with contribute to further research using discourse analysis and 
focusing on language as an analytic tool.
How the data were analysed
Transcription
Research suggests that there is no correct method of transcription 
and timings of pauses “are not crucial" (p. 166) for many research questions 
(Potter & Wetherell, 2010). The present study decided to use a basic 
transcription method based on the guidelines set out by Potter and Wetherell 
(2010). These guidelines were deemed to not be too labour intensive and 
thought to produce transcripts that were not so detailed that the readability 
was compromised (Potter & Wetherell, 2010). The guidelines included 
pauses and emphasis of words, as literature suggest that these are important 
non-linguistic aspects of speech that help researchers look at both what is 
said and how things are said in the discovery of construction and meaning 
(Willig, 2008). A copy of the transcription notation can be found in 
Appendix F and a full transcript is available in Appendix G.
Reading and coding
Prior to analysis, time was spent reading and re-reading each
transcript. This was to experience the discursive effects of the interviews 
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and to develop an awareness of what the interview was doing. Material was 
then selected based on the study's research questions. Thus, all material 
concerned with dementia and challenging behaviour was highlighted and 
selected for analysis. It is important to notice both explicit and implicit 
references to dementia and challenging behaviour as both may highlight 
how speakers construct and use discourses in different ways and for 
different functions (Willig, 2008).
Analysis
Foucauldian discourse analysis was selected to analyse the data 
because it provides an added layer of analysis considering concepts of 
power, positioning and the awareness of the historical and institutional 
context (Willig, 2008). This is in comparison to other types of discourse 
analysis that focus more on action orientation and what individuals do with 
language (Willig, 2008). Thus, in light of the body of literature that states 
the importance of power dynamics and contextual influences in caring 
institutions, it was considered paramount to select a method of analysis that 
enabled power and institutional influences to be reflected upon in the 
reading of the data.
There is not one set method for conducting Foucauldian discourse 
analysis. However, Willig (2008) has created a set of procedural guidelines 
as a “way in" (p. 123) to the analysis that encompasses six steps. Willig 
(2008) states that these guidelines are by no means conclusive and should be 
considered in light of the historical and cultural context of the research 
question. Subsequent analysis followed these guidelines, as set out below:
The aim of the first stage is to focus on the construction of 
the discursive object pertinent to the research question. For the 
present study this refers to dementia and challenging behaviour. The 
researcher is required to seek out both explicit and implicit
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references to the discursive object to highlight the different ways the 
object is constructed in the text.
Aage 2."
This stage focuses on the differences between the 
constructions of the discursive object. The researcher then examines 
the differences and locates them within wider discourses. These 
‘wider' discourses are seen as the cultural, political and social issues 
that surround us.
This stage looks at the function of constructing the discursive 
object in different ways. The research aims to answer questions such 
as w/zar z.y co/zj^ r^wc^ zMg z^ /zg oZyecZ zzz Z/zaZ" /zar^zczz/ar way
ZM cgr/azM ^ozzzrj /^ze This is known as the action orientation 
of the text. For example, speakers might locate blame or 
responsibility away from or on to particular people or organisations. 
A focus in the action orientation allows the research to think about 
what the constructions of the discursive object are achieving in the 
text.
6'^ agg 4." F'ojzZzoMZMg.y
This stage looks at the subject positions afforded to 
individuals within a conversation. In this way, speech can construct 
both objects and subjects. A speaker is able to take up or place 
others in these subject positions located within “networks of 
meaning" (Willig, 2008: p9). Willig (2008) argues that these are 
different to roles as there are no parts to play but rather a location 
from which to talk and act from.
j.' f  racZzce
This stage looks at the link between practice and discourse. 
Discursive constructions and subjects positions are examined to see 
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how they influence the opening up or shutting down of thought and 
action. An aim for this study was to explore the ways in which the 
construction of dementia and challenging behaviour influences the 
thoughts and actions of people within health care services. In this 
way, discursive constructions may legitimate particular thoughts or 
behaviours and in turn reproduce discourses that further legitimate 
them.
iS'Zage d."
This stage examines the link between discourse and 
subjectivity. The aim is to examine individual's subjective 
experiences as an outcome of taking up subject positions. This 
would include thinking about ways that the individual can think, feel
and act due to the position they are located in.
Epistemological Position
This research is line with the social constructionist epistemological
position, which focuses on how language is used to create different versions
of events. It is argued that this can be described as a relativist position
because the study does not seek to make claims about the true nature of
psychological phenomena such as dementia and challenging behaviour.
What it is concerned with is how these phenomena are seen and generated
through language (Harper & Thompson, 2012). This fits in with
Foucauldian discourse analysis which assumes there are multiple versions of
the world constructed through language and only mediated by culturally
shared concepts (Willig, 2008).
Reflection on the au tho r’s role
When beginning this research I  ^ attempted to discard the beliefs
about care services and the elderly embedded in my culture and society.
However, it is impossible to leave my “cnculturation" (Harding & Palfrey,
1997, p.9) and naïve to think it has not influenced the research process in
The use of the first person has been adopted for this section to allow a more reflexive 
stance to be taken.
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some way. Thus, it is important to state my ‘speaking position' to ensure the 
research process is transparent and more easily evaluated by the reader. 
This also stops discourses from being presented as a ‘given entity' and 
presents them as influenced by the interview context and the interpretation 
of the researcher (Krumer-Nevo & Sidi, 2012).
My speaking position is that of a female trainee clinical psychologist 
with a passion for working with disadvantaged groups and a particular 
interest in dementia. I have personal experience o f a family member with 
dementia living in residential and nursing homes. My personal history and 
attributes have influenced the entire research process; however, I think there 
are three key areas of particular note.
Firstly, my personal experience of dementia was the main influence 
in choosing the present research question. In visiting residential and nursing 
homes and reading newspapers and magazines, I noticed how varied the 
understandings of dementia are. This led me to consider what impact the 
discourses around dementia might have on the people living with dementia 
and this formed the foundations for my research question.
Secondly, I think the interview process was heavily influenced by 
my ‘position'. The interview involved an interpersonal relationship between 
myself and the participants. I may have unwittingly communicated my own 
personal experiences and emotions to the participants through what I said 
and did not say and also through my body language (Krumer-Nevo & Sidi,
2012). This will have influenced what participants felt able to say. 
Furthermore, although, open-ended questions were used and participants 
were encouraged to talk broadly and &eely, the nature of an interview 
creates a power differential. This may have been augmented by the fact that 
I was introduced by the home managers and staff may have worried that I 
would report back to them. This may have limited the discourses that staff 
were able to draw upon, as they may have restricted their talk to those ideas 
and practices endorsed by the home managers.
The third main area to consider is the analysis, and to critique my 
role as an “interpretative authority" (pp.307, Krumer-Nevo & Sidi, 2012). I 
may have been biased in the selection of my material due to personal 
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interests in disadvantaged groups and power imbalances. This may have led 
to me focusing and seeking out material related to this area. Furthermore, 
my personal views of people with dementia often being denigrated may 
have influenced my interpretation of care s taffs  talk to fit with these 
expectations. I may also have over-emphasised staff talk closing the 
dialectical gap and promoting positive change for people with dementia, in 
keeping with my own personal hopes for change for this group of people.
It is not intended that this reflexivity should degrade the importance 
and usefulness of the present study. Instead, it is hoped that it will aid the 
creation of a transparent and coherent narrative that embodies the 
relationship between researcher and participant, to provide a real life picture 
of the talk present in institutions of care. The social constructionist 
epistemology that this research is based on supports the idea that research 
cannot be carried out without being influenced by the researcher (Burr,
2011). In light of this, reflecting on these influences increases the rigour of 
the procedure and the overall quality of the research project.
Trustw orthiness of the results
To mitigate the impact of my speaking position and experiences, I
gave the transcriptions and my readings and understandings of the 
transcriptions to the research supervisor. They provide comments and ideas 
for further analysis to strengthen my understanding of the data.
Results
The close examination of the transcripts allowed the author to 
discern four main discourses used by care staff to construct dementia and 
challenging behaviour. These discourses were drawn upon flexibly and 
interchangeably throughout their talk. However, and in answer to the 
research question, it is argued here that these discourses had the effect of 
opening and closing a dialectical gap between 'healthy' staff and 
‘unhealthy' people with dementia.
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The “dialectical gap” referred to here is understood as a linguistic 
practice, used consciously or unconsciously, by individuals to establish the 
phenomena of “othering” (as described in the introduction of this research). 
Individuals, by talking in terms of “us” and “them” produce a social 
differentiation that can be challenged. Indeed, this differentiation appeared 
to be diminishing in the present study. The dynamic between opening and 
closing the gap, or in other words, the differentiation and sameness of 
individuals here was maintained throughout the participants talk and below 
it will be explained how this was accomplished by the interview context.
Using discourse to open the gap
The dualistic nature o f dementia
This discourse constructed dementia and challenging behaviour as a 
product o f the separation of the mind and body. Extract one shows a 
participant using this discourse as she described how sad it is to have 
dementia.
I: so you feel it’s very sad to have dementia^
P: =it’s verv sad it’s something which is very, verv sad .it’s like you’re
dead alive (.) because (.) your yeah your body is still functionings
[
I: so you said you’re dead alive
P: =but your mind is gone you can’t plan your day you can’t meet your 
activities
[
I: mmhm (.)
P: =of daily living you can’t do anything other than relying on people
Here, the construction o f dementia is one o f dualism. Dementia is 
the consequence of losing one’s mind, albeit the body is still “alive”. The 
malfunction of the mind described here as “gone” or “dead”, does not 
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appear to be linked by participants, to the remaining function of the body. 
The examples given to support the dialectically transmitted ideas may have 
served the function of a rhetorical tool to substantiate their construction of 
dementia and present it as factual.
Overall, this separation of mind and body was found to be a 
prevalent discourse in the talk of care staff. However, some subtle variations 
were observed. Some participants constructed the mind as ‘dead’ but talked 
about it as “an unreasonable object”. The attribution of an “object” as being 
“unreasonable” is interesting and suggests a link between the mind (the 
object) and agency. The implication being that the mind as “unreasonable” 
is therefore beyond the person’s control and thus their level o f agency. 
Consider extract two:
I: so if f  said to you the term challenging behaviour what do you think
that means?
P: erm to me challenging behaviour is where somebody erm (.) how can 
I say this (.) they’re err (.) to me, they, they are (.) nothing you can say 
or do (.) wi:ll (.) calm them down (.) erm whatever you say they still (.) 
not necessarily physically aggressive but you know shouting, erm (.) not 
able to reason with them things like that erm
I: so are they are they examples of challenging behaviour, shouting=
P: =yeah yup I would say, I would say so yes erm (.) this gentleman that 
left the other day he was very challenging because you couldn’t reason 
with him (.) erm we have got one or two others that are like that but not 
quite as bad as he was umm (.) so to me challenging is where you can’t 
actually resolve an issue, you (.) you can’t get through to them (.)
I: mmmm
In addition, here the speaker was clearly differentiating staff from
people with dementia, with the use of specific pronouns: “not able to reason
with them”. This usage not only had the effect of establishing a difference,
but raised issues of obedience and responsibility. Staff are often under 
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increasing pressure to complete a heavy workload and the speaker indicated 
that when something or someone got in the way of completing these tasks, 
the behaviour was challenging. In this way, people with dementia who do 
not follow stafT instructions were perceived as having challenging behaviour 
and the staff constructed them as exhibiting challenging behaviour in their 
talk.
The mind was also talked about as having some powers. Staff talked 
about the mind as able to create a ‘dementia bubble’ that service users lived 
within and staff found difficult to infiltrate. Frequently participants pointed 
to their foreheads to indicate that something different is ‘going on’ within 
the minds of people with dementia. This was seen in extracts three and four:
P: so you can’t really pinpoint a reason why they do it, it’s just sort of 
whatever’s going on up here [points to forehead] I guess
P: um (.) the rest of them they’re not quite with it but they’re not 
aggressive
[
I: ok
P: or anything like that sitting there watching television um you CAN’T 
really get a conversation out of them 
I: yeah
P: a sensible conversation um (.) I think we’ve only got about 2 or 3 
that you can actually hold a conversation with
Although differentiation o f staff and people with dementia was 
prevalent in participants talk, extract four can be interpreted as showing sub­
group differentiation. Here, the speaker differentiated between aggressive
and non-aggressive people with dementia; however both sub-groups were 
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still constructed as not “sensible” and unable to converse in the way people 
without dementia can. This had the effect of widening the dialectical gap 
between the ‘healthy’ staff and ‘non-healthy’ people with dementia.
The mind as separate to the body was also considered to have 
considerable power over the service user. Extract five implicitly constructed 
challenging behaviour as a product of the power the mind had over the 
body. This again took the agency away from the service user, perhaps with 
the effect o f locating blame away 6om  service users. This will be discussed 
in more detail in the section on action orientation.
P: =because sometimes (.) you know some of them you can see the 
personality coming out of the illness because you can see so and so 
used to have a verv good sense o f humour
I: mmhm
P: but now all is gone but sometimes you do see that you know the 
old (.) it’s sa:d really because you can see that you are losing them 
gradually you know with dementia they are not going to improve you 
are losing them each and every day they are going towards the end of 
the journey really=
I: =mmhm=
P: =because they end up not eating sometimes not drinking
I: mmhm
P: the mind will tell them not to walk people who have been walking 
you will see them not walking they will stay in bed stop eating stop 
drinking they forget this is a spoon .this is a knife 
I: mmhm
Management o f the disorder discourse
This discourse constructed dementia and challenging behaviour as 
something that required the specialist knowledge of trained professionals to 
understand and manage it. Consider extract six:
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P: you need to .you need to read (.) to have a eh care plan in place .do 
the risk assessment really 
I: mmhm
P: you know how to manage them carefully you need to have enough 
equipment=
I: =yeah=
P: =you need to have a psychologist involved and stuff like that
Here the speaker was talking about the risk issues involved in 
challenging behaviour. They used words such as “you need to,” perhaps 
serving to bolster their claim, with the effect of presenting it is as correct 
and unproblematic. Talking about the need for people with dementia to be 
managed carefully, positioned staff in a position of authority over service 
users and served to differentiate and augment the dialectical gap between 
staff and service users.
Challenging behaviour as a form o f self-expression discourse 
This discourse constructed challenging behaviour as a way for an 
individual with dementia to express their personality, feelings, thoughts and 
beliefs. This acknowledged the importance of upbringing and culture in the 
construction of challenging behaviours, in addition to feelings of personal 
safety and well-being. Consider extract seven:
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P: They ca:n you know a lot of the residents do (.) do go back (.) I 
suppose when they were children and there wasn’t different cultures 
then=
I: = mmhm =
P: =whereas you know they, they sort of can’t accent different cultures 
as what (.) you know time moves on they have to accent um (.) and 
again some, some residents, ermm I’ve got one resident here who errm 
(.) you know she, she really doesn’t like people &om sort of Ahican 
countries and the reason is in the hospital she was in staff were quite 
um (.) I think they were quite harsh with her, she said they weren’t 
very nice, that they were mean 
I: mmhm
P: Um (.) and that’s all w e’ve really found out you know um (.) just 
that she didn’t like them 
I: Yeah
P: So I think (.) she you know, sometimes she goes back to that sort of 
memory (.) and you know I can sit there till I’m blue in the face saying 
no, no, no it’s fine you’re safe here, but it’s still in her head, but (.)
I: mmhm
P: you know, they’re not safe
Here the speaker constructs challenging behaviour as an expression 
of cultural and racial beliefs. The speaker talks in detail about why the 
service user may not accept people h"om different cultural backgrounds. For 
example, the referencing to potential ill-treatment from foreign staff, has the 
effect of providing a plausible explanation for challenging behaviour that 
somewhat diminishes the service users responsibility. This may serve the 
function of allowing staff to feel a level of empathy for service users that 
may be important in maintaining therapeutic relationships.
Furthermore, the speaker also implicates memory and 
intergenerational differences as possible reasons for why challenging
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behaviour occurs. This could be seen as having the effect of differentiating 
between staff and service users, with the latter not moving on with the 
“times” and/or having memory difficulties. However, it is also argued that 
the speaker is thinking of different ideas to explain and understand the 
service users behaviour whilst serving the function of removing blame and 
responsibility from both the staff member and the service user.
This discourse also constructed dementia and challenging behaviour 
as an individual’s expression of unmet need. Extract eight below indicated 
that service users may show challenging behaviour to gain the attention of 
staff to help them manage a need, for example, help with eating their food.
P: they might u:m you know they might u:m say it’s like for residents 
thinking that oh (.) she she’s not helping me=
I: =mmhm=
P: -so how am I going to eat my food so they shout or something
I: ok
P: so she sees oh they’re ignoring me
I: oh ok so:o residents here might show challenging behaviour such as 
shouting when they feel ignored by staff behaviour
[
P: yeah yeah but the staff is not trying to:o (.)
trying to do that purposefullv 
I: yeah
P: because he’s helping the other residents so he might have .only time
for that
Here the speaker constructed challenging behaviour as a result of 
service users not being able to meet their own needs and feeling “ignored” 
by staff when they need help. The implication of this is that service users are 
observed by staff as being dependent on them and this increases the 
demands on staff time. The speaker therefore constructed challenging 
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behaviour as ‘neediness’ and raised the issue of the increasing responsibility 
of staff to look after service users. The speaker’s emphasis on the word 
“purposefully” may have the effect of signalling the referencing of a lexicon 
belonging to service users. This is to say that this speaker may have heard 
service users saying that staff are ‘purposefully’ being unhelpful and the 
speaker may now be emphasising this word to dispute this view of staff 
actions. This can be interpreted as differentiating between staff and service 
user’s views of what happens in nursing homes. The former feeling under 
pressure and lacking time, with the latter feeling ignored and not properly 
cared for.
Further examination of this discourse identified a construction of 
dementia and challenging behaviour as an expression of feelings. Within 
participant talk, frequent reference was made to the idea of a ‘feelings 
disorder’. Consider extract nine:
P: e:rm and (inaudible) or whatever and they .when they come here their 
mind is always telling them (.) because they 11 think because they can’t
express their feelings some of them turn to anger you know=
I: =ok=
P: =and then they start pu: unchin g or kicking or doing whatever for no 
apparent reason (.) because they’ve got e:rm (.) feelings which cannot be 
expressed
I: so the punching and the kicking=
P: =mmhm
I: they’re examples o f challenging behaviour?
P: throwing food on the floor 
I: ok
P: mmhm
I: and you feel those sorts of behaviours are started because they can’t 
express their feelings
P: they can’t express their feelings that is one eh (.) cause number one
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Here, the speaker expressed the idea that people with dementia are 
unable to express their feelings appropriately. The implication here may be 
that the speaker is drawing upon the feelings of frustration service users 
may have and therefore they are constructing challenging behaviour as an 
expression of this frustration. Although, this locates the cause of challenging 
behaviour as internal to the service user they are somewhat diminished of 
responsibility as the speaker suggests that it is the ''mind" that is telling 
service users what to do. This separates the mind from the person, with the 
mind holding the power and thus agency. Furthermore, this construction of 
challenging behaviour has the effect of locating responsibility away from 
staff because the behaviour is constructed as occurring "for no apparent 
reason". If  there is no rationality behind the behaviour then staff cannot be 
blamed for not anticipating it.
Causal explanations discourse
This discourse constructed challenging behaviour as a product of 
two causes; medical pathology and the environment. In participants' talk, 
they made frequent reference to dementia as a physical illness requiring 
medical treatment and intervention. Consider extract ten:
I: mmhm (.) and what do you think the main root cause is for the distress 
reactions or the challenging behaviour
P: erm (.) we can look at the brain (.) we can think it's to do with the 
brain and the muddling and the thing that's been taken away because of 
the dementia
Here the speaker clearly opened the gap between 'healthy' staff and 
'unhealthy' people with dementia. People with dementia were constructed 
as the 'other' whom has had something "taken away". The complete focus 
on the "brain" as an explanation for challenging behaviour again provided
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the speaker with a reasoning internal to service users, as to why they may 
engage in challenging behaviours. However power and control was located 
away from the service user, as it was "the dementia" and the "brain" that 
caused challenging behaviour. This was seen in extract eleven, where the 
speaker located blame in physical illnesses and not service users, for their 
challenging behaviour.
Ex/rac/ g/evg».'
P: and over time challenging behaviour can be caused by ^ ly  physical 
ailment because Tve got residents here whom I know because I have 
stayed with them for a long time (.) when they are constipated they 
become aggressive and that you know
[
I: mmhm (.) mmhm
P: explains their behaviour and when they are in pain you know when 
they are humsrv 
I: =yeah=
P: =you know E:RM you know when they are unwell but they ca:n’t 
tell you 
I: ok
P: that there’s something wrong with me but their behaviour you know 
they will start presenting with
I: mmhm=
P: =inappropriate behaviours because they can't tell you what is Avrong 
with them (.) S :0  usually if somebody is demonstrating that behaviour 
I usually try to exclude all physical illness you know 
I: ok=
P: = I start checking the blood pressure vital signs err (.) and check the 
(.) err (.) what do you call it blood glucose 
I: yup
P: and then also check the bowel chart if they are opening their bowels 
constipated or what (.) check if they are in pain you know check if  they 
have had enough to eat
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Here, challenging behaviour was constructed as a product of a 
'physical ailment'. The speaker emphasised the word "any" to indicate that 
anything physically wrong with a person with dementia can lead to 
challenging behaviour. Furthermore, the use of "you know" indicated plural 
voicing, which literature suggests has the effect of reporting a general 
experience of many, thus substantiating the speaker's ideas (Potter, 1996).
Challenging behaviour was also constructed in terms of other 
environmental influences. These included temperature, noise, and time of 
day, to name a few. The extract below highlights this.
I: Ok so loud noises might make people's behaviour more challenging
[
P: yup
P: (.) I think enclosed spaces as well sometimes (.)
I: yes
U:mmm I do notice some of the residents if they want to go past you and 
there's something in the way (.) you know they get quiite agitated=
I: =mmhm=
P: and sometimes they just swear
I: mmhm
P: and I also think with the dementias they can't actually say oh excuse
me please (.) they will just walk over you if were lying on the floor 
they've just .if they've got a focus point where they need to get to (.)
thev will get there
Through the use of the term "the dementias", the speaker could be 
seen as opening up the dialectical gap and differentiating people with 
dementia as reacting differently to environmental changes. It could be 
interpreted that the speaker constructs challenging behaviours as an 
expression of agitation due to environmental triggers and not having a sense 
of control over these difficult feelings.
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However, the speaker also constructs dementia and challenging 
behaviour as something very insular. For example, the speaker draws upon 
the idea that people with dementia focus on their personal goals such as 
"where they need to get to" rather than considering other people. The 
implication here is that this may make staffs  caring role very difficult. If  a 
person with dementia is fixated on what they want, they may find it difficult 
to wait their turn for example at meal times and with staff assistance. This 
extract may thus highlight the difficulties faced by staff in caring for people 
with dementia.
A further implication is that the speaker is constructing challenging 
behaviour as serving a positive function of helping individuals with 
dementia achieve their goals and release their agitation. For example, the 
speaker stated that sometimes service users "they just swear". Perhaps, this 
speaker constructs challenging behaviour as an outlet for people with 
dementia to expend built up frustration and agitation, "just" as other 
individuals do. By the speaker drawing upon such explanations, it may have 
the effect o f rationalising the behaviour and thus serving to help staff to 
better understand service users.
Closing the gap
Causal explanations discourse
It has been shown that the various discourses used by care staff to 
construct dementia and challenging behaviour potentially opened up a 
dialectical gap between 'healthy' staff and 'unhealthy' service users with 
dementia. However, the author's examination of the data suggested that the 
discourses used by care staff, were also drawn upon to close this dialectical 
gap.
Care staff used the causal explanations discourse not only to 
construct dementia and challenging behaviour in medical terms, but also as 
something influenced by contextual factors. Dissimilar to the lexical 
strategies o f 'othering' aforementioned, some speakers actively sought to 
normalise behaviours. For example, one participant suggested that there was
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no such thing as challenging behaviour, but rather behaviours were seen as 
"distress reactions" to contextual changes. Consider extract thirteen:
P: and I think you have to picture yourself coming in with a muddled 
mind (.) &ustrated anxious don't even recognise your relatives anymore 
(.) you are pushed upstairs where noise can be a problem also 
institutional way I think can be a problem isn't it=
I: =mmhm=
P: =and I think a person without dementia would get a distress reaction 
(.) they're not challenging I think they just have a flip and it's up to you
really to try to resolve that=
Here the speaker contextualised the behaviour of people with 
dementia by suggesting that others would also 'flip ' if they had similar 
issues to contend with. The speaker listed out several emotions, which drew 
upon the emotional state of the listener forcing them to consider the changes 
that occur in the lives o f people with dementia. By Naming behaviour as a 
"distress reaction", the speaker attempted to normalise the behaviour and 
reinstate the behaviour as an appropriate response. This promoted an 
alternative identity for people with dementia as distressed and low in well- 
being, rather than irrational and senseless individuals. This was augmented 
by a further statement &om the speaker:
Ex/rag/ /bw/"/gg/7.'
P: yes (.) so we're all different aren't we (.) even people without 
dementia have their distress reactions
Here, the speaker was attempting to create a version of equality. 
Both staff and service users were represented as being equally open to 
distress and having "distress reactions". When participants drew upon this 
discourse to construct dementia and challenging behaviour as influenced by
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staff and environmental factors, they were attaching behaviour to context 
and history. This discourages staff &om 'othering' people with dementia 
and forces them to consider the implications o f the individual differences 
within and between their service users. These constrictions within this 
discourse can also be interpreted as rationalising challenging behaviour 
which may help staff to make sense of it, in order to manage it and 
undertake their roles successfully. By rationalising their behaviour, the 
dialectical gap was being suppressed.
Challenging behaviour as a form o f self-expression discourse 
This discourse was not only interpreted as opening up the dialectical 
gap, but it was thought that speakers also drew upon it to attempt to close 
the gap between staff and service users. Consider extract fifteen:
P: yes (.) so you need to understand that they are going through a very 
very sad err .stage
I: mmhm
P: or pathway or whatever (.) s:o you need to be .to be able to go the 
journey with them
[
I: mmhm (.) ok
P: you need to understand what they are going through
The speaker was constructing dementia and challenging behaviour 
as a "pathway" that both staff and service users go through together. The 
implication here is that there is a link between this "pathway" and the 
responsibility of staff to understand the service user's subjective experience 
of having dementia. A sense of equality was also reached between staff and 
service users, both on the "journey" together. This can be interpreted as the 
speaker highlighting the unique relationship between care workers and those
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whom they care for and how this relationship is central to sound treatment 
and intervention -  "you need to understand".
The action orientation and subjection positions of these discourses
Discourse analysis assumes that language achieves particular
functions. The analysis revealed three main functions of the language used
by the participants in this study. As aforementioned, the analysis of the data
led to the author interpreting the main function of the discourses used by
care staff in the interview context, as the opening and closing o f the
dialectical gap between staff and people with dementia. This action
orientation has been interwoven in the above sections describing the
discourses. However, the analysis also yielded two other functions. These
will now be discussed.
Management o f blame and responsibility
It can be suggested that constructing dementia and challenging 
behaviour as a result of medical pathology protected both staff and service 
users from blame and responsibility. This was seen in extracts one and two 
where the challenging behaviour was internally located within service users, 
but they were not perceived as in control of this. They were thus located in a 
non-accountable position. By locating responsibility away 6om  people with 
dementia, blame was also redirected. This may serve the function of 
allowing staff to build effective therapeutic relationships with service users, 
as it may elicit more empathy than if service users were perceived as in 
control o f their actions. However, this may also have the effect of locating 
people with dementia in a disempowered position, as they are seen as 
lacking locus of control and thus not able to help themselves. This may 
implicitly position staff in a dominant role, with service users positioned as 
passive recipients of care.
Drawing upon different discourses also had the effect of locating 
blame and responsibility away from staff. For example, constructing 
challenging behaviour as a medical pathology and/or an expression of racial 
beliefs internalised the behaviour within service users. In this way,
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accountability for failure to manage challenging behaviour or indeed its 
initial expression, was located away from staff and thus protected them &om 
blame. Constructing challenging behaviour as "unpredictable" also can have 
the effect of protecting staff from blame. As was seen in extract sixteen 
below, the speaker constructed the service user's behaviour as being 
"unprovoked" and "unpredictable". Staff therefore cannot be blamed for not 
realising that the behaviour would occur, as there were no patterns or 
triggers.
P: mmhm we've got eh for an example we've got a gentleman which is 
challenging really almost on a daily basis because for him (.) we don't 
have triggers you know you will be sitting with him like you and me
I: ok
P: and then he will just imagine having a cup o f tea like you and me and 
he'll just throw the cup like this 
I: ok
P: for no apparent reason
I: mmhm
P: ^  there are no triggers for him he is umprovoked and e:rr (.) you 
know no triggers umnrovoked umpredictable and you don't see him (.) 
here let me show you (.) can you give me your pen
In contrast, the causal explanations discourse could be suggested to 
locate staff in a position o f blame and responsibility for the expression of 
challenging behaviour. Within this discourse, challenging behaviour was 
constructed as influenced by environmental triggers such as noise and 
temperature, in addition to staffing levels and behaviour. Speakers can be 
seen to manage this blame by positioning themselves outside o f the staff 
team or as different to other staff members. This was seen in speakers use of 
the terms "I" and "we" and "the girls" to change their position within the 
staff team. For example, in extract seventeen below, the speaker stated that
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they know "the secret", positioning themselves in an expert role, different to 
other staff members. Furthermore, the speaker blamed other staff for 
causing challenging behaviour, using the words "the girls" to distinguish 
between herself and the other staff members.
P: (.) but with her I find (.) that the secret is if you go into her room 
before she is actually up and walking about she will allow you, she'll 
chat to you .she'll talk rubbish but she'll chat to you (.) and while 
you're chatting to her I'll be like shall we get you washed while we're 
chatting and she'll let you do it but once she's come out of her room 
wandered along the corridor=
I: =mmm
P: and then the girls come up to her and say come on lets go and have a 
wash, I ain 't having a wash, she gets really offensive defensive towards
them
Extract eighteen is just one example of many, where staff positioned 
themselves as different to the rest of the team. This is achieved by the 
speaker talking about what she thinks, what other "people" think and what 
she tells staff to do and think. Here the speaker created a strong narrative 
about the assessment procedure which had the rhetorical effect of 
veridicality. Edwards and Potter (2000) suggest that narrative forms of 
speech create a "vivid and believable world" (p. 122). This speech can be 
seen as legitimately affording the speaker an expert position, as by locating 
herself away &om the non-understanding 'others' she implicitly implied she 
has a form of knowledge and expertise that they did not have.
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P: I ± in k  it it sometimes isn 't helped as I say people don't understand 
the person 
I: yes
P: and treating them in the beginning in the correct manner (.) erm and 
that's why I tend to believe that when I've assessed somebody and 
they've come into the home and I would like to try and meet and greet 
them whether they remember me or not they might remember 
something of me and I take them upstairs and I always tell the staff 
don't crowd just leave as though they've been here all the time let them 
settle and then gradually introduce yourself (.) but I think over 
powering people is wrong
The participants were all front line staff and thus can be seen as 
naturally in a position of blame for failures in care. Staff were able to draw 
upon the management of the disorder discourse to locate responsibility in 
other individuals and away from the individual participant. For example, 
participants talked about families not giving a "true picture" (interview 12) 
of service users and thus limiting staffs ability to offer appropriate care. 
Similarly, many participants' spoke about the lack of support and resources 
&om a managerial level. This was seen in extract nineteen.
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P: do you know like the previous company that I was working for is a 
charity .it was brilliant the residents were always happy the staff happy 
(.) you know
I: and is that just because of the kind of equipment the money and=
[
P: you know
it is like here (.) for example now if you need ice cubes (.) we don't have 
ice cubes in the building if you need to stop the bleeding maybe 
somebody has got erm. (.) (inaudible) you have to take a bag of peas=
I: =mmmhm=
P: =you know like it's  a developing country but what the company they 
don't want to buy the machine that will produce ice cubes
Here the speaker was constructing service users and staff's 
happiness as influenced by the level of resources available. This had the 
effect of locating blame within the managers of the company and away from 
the frontline staff. It is interesting that the speaker located staff and service 
users in the same vulnerable position in contrast to the dominantly 
positioned company that holds all responsibility. By doing this, the speaker 
was closing the dialectical gap between staff and service users and perhaps 
allowing staff to feel empathy for service users as they had a shared 
experience.
Discussion
Sum m ary of findings
This research set out to acknowledge the voices of carers of people
with dementia and to incorporate this into the present literature regarding
dementia. The study therefore sought to ask 'how do professional care staff
construct challenging behaviour amongst residential and nursing home
residents living with dementia?' Close examination of the data yielded four
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main discourses: the dualistic nature of dementia (extracts 1-5), causal 
explanations (extracts 10-14), challenging behaviour as a form of self- 
expression (extracts 7-9 and 15) and the management of the disorder 
(extract 6). These discourses were drawn upon by participants to open and 
close the dialectical gap between 'healthy' staff and 'unhealthy' people with 
dementia. First, the dualistic nature of dementia discourse constructed 
challenging behaviour as the separation of the brain from the body. This 
served to differentiate between staff and service users, with the latter 
constructed as suffering from brain malfunction. The management of the 
disorder discourse constructed challenging behaviour as something 
unreasonable that required specialist training to manage. This served to 
create a power differential between individuals with dementia and staff, thus 
widening the dialectical gap.
Second the challenging behaviour as a form of self-expression 
discourse opened up the dialectical gap between staff and service users, by 
constructing dementia and particularly, challenging behaviour, as an 
expression of cultural beliefs and biases, and an inability to express feelings 
in an appropriate way. Further, this discourse also aided the construction of 
challenging behaviour as an expression of unmet needs. Service users with 
dementia were constructed as not able to meet their own needs and thus 
reliant on other to care for them. This again served to differentiate between 
staff and service users.
The causal explanations discourse constructed challenging behaviour 
as a product of two causes; medical pathology and the environment. People 
with dementia were constructed as the 'other' who had a physical illness 
and resultantly had something "taken away" from them. This discourse also 
constructed challenging behaviour as a consequence of external factors in 
the environment. Participants opened up the dialectical gap by constructing 
service users with dementia as reacting differently from staff to 
environmental stimuli.
However, the causal explanations discourse was also identified as 
having the effect of closing the dialectical gap between 'unhealthy' service 
users and 'healthy' staff. By constructing challenging behaviour as a 
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"distress reaction", participants attempted to normalise and reinstate the 
behaviour as an appropriate response. Here, the participants made explicit 
links between service users with dementia and staff, stating that "even 
people without dementia have their distress reactions" (extract fourteen). 
The challenging behaviour as a form of self-expression discourse was also 
interpreted as closing the dialectical gap between service users and staff. 
Participants drew on this discourse to construct a joint "pathway" (extract 
fifteen) that required staff and service users to work together and understand 
each other. Challenging behaviour was thus constructed as a result of a 
breakdown in this co-working relationship.
The four identified discourses were instrumental in identity 
formation. Participants frequently ‘othered’ people with dementia, 
differentiating between 'u s ' and 'them '. Literature states that it is this 
differentiation that defines and creates concepts (Edley & Wetherell, 1997). 
Thus, participants were using discourse to differentiate and augment their 
'healthy' identity Eom service users' 'unhealthy' identity. Participants also 
used the discourses to form their identity in terms of staff ranking. For 
example, participants fiequently disregarded other staff's actions to promote 
their knowledge and expertise, thus confirming their identity as a more 
senior staff member. Identity formation will be further discussed in relation 
to previous research.
Another function identified within this discourse was that of the 
management o f blame and responsibility. By constructing challenging 
behaviour as a medical pathology, staff could locate blame within the 
service user and direct responsibility away from themselves. Further to this, 
participants frequently constructed service users with dementia in a position 
of non-accountability by constructing their behaviour as beyond their 
control. In this way, staff could continue to build therapeutic relationships 
with service users as blame and responsibility was located away from both 
staff and service users. However, when discourses such as the causal 
explanations, potentially located blame within staff, participants were 
fiequently seen to manage this blame by positioning themselves outside of 
the staff team or as different to other staff members. Staff drew upon 
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hierarchy to locate blame within the managerial level or within families, 
thus serving to protect themselves. This indicates the potential clinical 
implications of this research which will be discussed in the clinical 
implications section.
Themes of power differentials, control and disempowerment were 
considered in relation to the discourses. It was evident that the dialectical 
gap was widened when staff drew upon discourses to locate themselves in a 
position of authority over service users, who were constructed as 'irrational' 
and thus legitimately afforded a position of disempowerment. This was 
discussed in relation to the effects on care practices and it was suggested 
that discourses opened or closed the opportunity for staff and service users 
to feel hope for the future and a sense of agency over the situation.
L ink to previous research
As outlined in the introduction, research looking at challenging
behaviour has often resided within the positivist paradigm. Attribution 
theory suggests that staff attributions are stable and provide a 'window' into 
the cognitions of the individual staff member. However, social 
constructionists argue that there is no 'one truth' waiting to be discovered. 
Instead, social knowledge, practices and norms are produced and 
reproduced through language and social interaction, serving particular 
functions. Therefore, care staff attributions regarding challenging behaviour 
will be varied and contradictory (Willig, 2008) according to the context and 
the function of the language. This study upholds the idea that staff 
constructed challenging behaviour in many different ways and that it is 
important to reflect on social and contextual influences, rather than the 
stability of the construction as assumed within attribution theory.
As aforementioned, the linguistic practice of using discourse to open
and close a dialectical gap between 'healthy' staff and 'unhealthy' service
users was identified. This had the effect of 'othering' and supports previous
literature, which argues that othering is common practice within care
services (Johnson et al., 2004). Furthermore, literature states that othering
can develop and maintain positions of domination and subordination
(Johnson et al., 2004). This is supported by the present study, which found 
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that participant's talk disempowered service users and constructed them as 
lacking locus o f control. This implicitly positioned staff in a dominant role, 
with service users positioned as subordinate, passive recipients of care.
Furthermore, the research by Johnson et al. (2004) indicated that 
institutional contexts can create the conditions for, and legitimate othering 
practices to the detriment of service users. This was seen in the present 
study where staff constructions of service users as 'unreasonable', 
legitimated staff adopting a dominant caring role. It is argued that staff will 
engage with and perceive the world through this dominant position (Burr, 
2011). This influences their actions, making them more likely to continue 
engaging and legitimating othering practices. This supports the idea that 
communication is central to care practices and influences the options for 
care provided (Grainger et al., 1990). This also holds important implications 
for future clinical practice which will be discussed in the next section.
Literature describing the process of othering suggests that it holds 
important implications for identity formation. For example. Hall (1991, as 
cited in Fine, 1998, p. 133) argues that "only when there is an Other can you 
know who you are" (p. 133). It is suggested that there are structures in 
discourse that act to define and promote the 'se lf  through the invention and 
often subjugation of the 'other'. In this way, individuals can secure their 
identity and protect the fiagile self from possible dangers by locating fear 
away from the self and into the 'other' (Fine, 1998).
Now turning to dementia, this process of defining the 's e lf  and 'other' was 
interpreted in the present study's results. It can be theorised that the 
participants held existential anxieties that they projected onto service users 
with dementia. This is plausible because research suggests that there are 
high levels of distress and anxiety in nursing services particularly with older 
adults and those who have seeming incurable diseases (Menzies, 1960). 
Menzies (1960) argues that unconsciously, nurses may associate service 
users' situations and distress, with their own lives, raising their own fears 
around death and ageing. It could be argued that the participants in this 
study tried to block out this anxiety through the construction o f a dialectical 
gap between the 'other' (people with dementia) and the 's e lf  (staff). This 
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gap served to authenticate s taffs  identity as a healthy individual, thus 
assuaging their existential anxiety. However, although existential anxiety is 
an area well studied and illustrated in the literature, the current study limits 
itself to the examination of language. Thus this study does not seek to make 
claims beyond the function of language and ideas around existential anxiety 
would need to be explored in other research.
In addition to an examination of the functions of discourses, 
Foucauldian discourse analysis also encourages the investigation of the 
structures and norms apparent within institutions (Willig, 2008). Previous 
research conducted within a learning disability setting argues that 
institutional practices such as the focus on medication as the first line of 
treatment, are “both supported by, and give support to an individualised 
discourse" (Wilcox et al., 2006, p.214). Although direct comparisons 
between this and the present study need to be treated with caution, it is 
apparent that similar findings were identified. In the present study, an 
individual pathology discourse was interpreted, with staff locating the 
'problem' within service users and promoting the need for individualised 
treatments such as medication. This indicates that the way staff view the 
world, influences their actions. Thus, if  staff are constructing dementia and 
challenging behaviour using an individual pathology discourse, they will be 
more likely to consider individualised treatments as a first line of care. This 
is in spite of research highlighting the small benefits and potentially 
detrimental effects o f medication for service users (Baneijee, 2009). 
Furthermore, if the dominant discourse within an institution is focused on 
individual pathology, then it is even more likely to be taken up and used by 
staff. Thus showing how a discourse can be supported by and gives support 
to, certain care practices.
Although staff were beginning to draw upon discourses that looked 
at wider social and contextual factors, these were limited and less dominant. 
This analysis could thus suggest that dementia and challenging behaviour 
needs to be talked about in services in such a way as to promote staffs  
ability to think and reflect on social and contextual factors. Furthermore, 
this research enhances the idea that institutional barriers may reduce staff s 
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ability to reflect on their personal influence on the exhibition o f challenging 
behaviour (Wilcox et al., 2006). This highlights the difficulty in promoting 
discursive change and influencing institutional norms and practices to 
reflect emerging understandings of dementia and challenging behaviour. 
However, the present study also highlighted that change is not impossible as 
participants were starting to draw upon discourses that reflected the 
importance of social and contextual influences upon challenging behaviour.
The analysis o f the subjective experiences of service users suggest 
that the dominant discourses used by staff also limited opportunities for 
hope and empowerment. This supports previous literature that outlines how 
people with dementia are often derogated and disempowered through their 
interactions with staff (McConkey, Morris, & Purcell, 1999). This has 
pertinent implications for the government's drive towards improving care 
for people with dementia. Indeed, it goes against the main desired outcomes 
outlined in the National Dementia strategies (DoH, 2009, 2010), which state 
that people should be “living well with dementia" (DoH, 2009, p .l) and be 
able to say “I am treated with dignity and respect" (DoH, 2010, p. 12). The 
results suggest that the nursing and residential homes used in this study have 
not changed their culture of care sufficiently enough to fully reflect these 
new desired outcomes. However, the results indicate that staff are 
attempting to close the dialectical gap between staff and service users and 
thus may be making some progress towards these outcomes.
The clinical implications of this study
Clinical implications of this study can be considered in light of the
Government publications listed above. Firstly, the present results hold 
implications for ways to help nursing and residential homes improve their 
progress towards achieving the Government's national dementia outcomes 
(DoH, 2009; 2010). For example, the Government intends to improve 
workforce capability by improving pay and career structures in addition to 
Staff training and development (National Audit Office, 2007). The present 
results suggest that in any training offered to staff, it would be pertinent to 
pay attention to the discourses and communication that occur within staff- 
service user relationships.
URN: 6116055 166
Secondly, the results suggest that staff training should pay particular 
attention to the constructions of dementia and challenging behaviour and the 
terminology used by staff. For example, training could focus on restricting 
discourses that emphasise individual pathology and introduce contextual 
causal explanations for challenging behaviour. By educating staff and 
encouraging them to think and talk about dementia as something other than 
being “dead alive" (extract 1), it may open up the opportunity for better care 
practices to be undertaken.
Furthermore, staff training and education should focus on the 
similarities between staff and service users and the normality of some of the 
perceived 'challenging' behaviours. It may be helpful to encourage the use 
o f 'distress reaction' rather than challenging behaviour to help staff better 
understand that behaviours amongst people with dementia are often normal 
reactions to very difficult circumstances. 'Distress reactions' may also 
legitimate service users adopting more empowered positions, helping staff 
and service users to undertake more equal positions within the caring 
relationship.
Finally, this study also holds implications for the role of clinical 
psychologists. It highlights the need for those with knowledge regarding 
communication and care, to share this understanding with their colleagues. 
This idea is supported by the recent report written regarding the Mid- 
Staffbrdshire public enquiry (Francis, 2013). This report highlights the 
necessity for a change in the culture o f care that should partly come from 
the common values lived by NHS staff, “but of particular importance is the 
example set by leaders" (Francis, 2013, p.78). Clinical psychologists should 
thus be mindful of the language they use and within their leadership roles, 
they should encourage others to think and reflect on the influence their 
language may be having on their clinical practice.
The limitations of this study
Discourse analysis has been criticised using evaluative criteria fiom
within the positivist paradigm (Coyle, 2007). For example, qualitative 
research is often critiqued based on the ability to generalise to different
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contexts. However, as noted in the method section it is not appropriate to 
use such criteria as discourse analysis exists outside o f the positivist 
paradigm. The nature of discourse is that it is continuously changing as 
individuals are constructing and reconstructing versions of perceived events 
pertinent to a specific time and place (Burr, 2003). Thus, discourse analysis 
does not make any claims about the ability to generalise the findings beyond 
the context and time the research was undertaken (Taylor, 2001). The author 
can speculate that similar discourses are likely to be available in similar 
contexts, particularly within caring institutions, but this cannot be known for 
certain. It is however hoped that the usefulness of this research will stem 
&om the ability to open up a dialogue about the findings and to reflect with 
staff teams about the possible influences the findings may have for better 
understanding the voices of care staff.
Be that as it may, there are two main limitations of this study. First, 
is the study's use of the terminology 'challenging behaviour'. It was used 
because it was deemed to be the most common term communicated within 
the services researched in this study. However, the connotations attached to 
these two words cannot be denied. As discussed in the introduction, research 
argues that this term is problem focused and undermines an individual's 
personhood, such that a carer may focus on the behaviour rather than the 
need that is likely to be underlying it (Kitwood 1999; Stokes, 2005). 
Therefore the use of the term 'challenging behaviour' by the interviewer 
may have led to participants drawing on discourses that fitted in with this 
terminology. It would be interesting to see what discourses can be identified 
if other terms are used such as 'behaviours that challenge' or 'distress 
reactions'.
Another limitation is the study's focus just on challenging 
behaviour. If time and resources had allowed, it would have been helpful to 
widen the research focus to examine everyday discourses drawn upon in a 
variety o f care situations. This would have opened up the opportunity to 
identify a range o f discourses and aided the author's ability to acknowledge 
the voices of carers working within care settings. If this could have been 
undertaken using an observational method of data collection, more 
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discourses could have been identified. Furthermore, such discourses would 
also have occurred more naturally.
Foucauldian discourse analysis remains a relatively new approach to 
research and although the focus of the studies that use it can be small, this 
provides a richness o f data that cannot be achieved within quantitative 
studies. Furthermore, Foucauldian discourse analysis opens up the 
opportunity to research less “scientific" topics and explore the influences 
that impact on the construction of material reality. It also encourages 
researchers to think about reflexivity and the role the researcher plays in the 
construction of their work. In this way, research that focuses on language is 
working towards breaking down the barriers between participant and 
researcher and acknowledging the fact that research reports are not texts to 
be assumed as facts, but rather “a complex, multifaceted achievement" 
(Stringer, 1995, in Potter and Wetherell, 1987, p. 183).
Future research
This research highlighted several areas for future research to focus 
on. Firstly, this study has highlighted the effectiveness o f using qualitative 
methods to better understand the complex relationship between staff and 
service users. In particular, this study indicates the usefulness of 
Foucauldian discourse analysis for examining power relations and 
institutional practices.
The results of the present study have shown that language embodies 
healthcare itself (Grainger et al., 1990). Thus further research is needed to 
better understand the influence o f discourse on institutional norms and 
practices. Indeed, research should examine if the discourses interpreted in 
the present study are widely available within care services. It will be helpful 
to use such research to open up dialogues with care services to enable them 
to attain government objectives and ensure dementia care empowers service 
users to live well with dementia.
Secondly, this study focused on staff constructions of challenging
behaviour. However, future research could also address the constructions of
challenging behaviour amongst service users with dementia. Research
involving service users is very limited, particularly within the field of 
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dementia. However, in the interest of not “inscribing the other" (Fine, 1998, 
p. 131) without engaging them in the research, it is pertinent to encourage 
the involvement of people with dementia in research. This also would 
provide more information regarding the social and contextual factors within 
care services that are contributing to the development and use of particular 
discourses.
Finally, this study has raised the idea that care staff may hold 
existential fears that they try to block out through the process of othering. 
Further research will need to examine this tentative suggestion as the focus 
o f this study is solely on the function of language and it does not seek to 
make claims beyond this. It may emerge that care staff need to be provided 
with support and education regarding existential fears and beliefs, in order 
to promote positive relationships with service users and the delivery of the 
best possible care.
Conclusions
Social constructionists would argue that dementia and challenging 
behaviour have no objective existence without the social, political and 
contextual forces that construct it (Harding & Palfiey, 1997). Despite this, 
previous research sought to objectively examine dementia and did not 
consider the importance of language and subjectivity. This study provided a 
new way of working, placing social interactions at the heart of its focus and 
perceiving language as productive and functional. As such new 
understandings of dementia and challenging behaviour have emerged and 
suggest that care staff may draw upon available discourses to open and close 
dialectical gaps between 'healthy' staff and 'unhealthy' people with 
dementia. These discourses were considered as serving the function of 
othering, perhaps protecting staff from existential fears and maintaining 
dominant power relations over service users.
However, this study has importantly highlighted the difficulty in 
promoting change in institutions that are entrenched in longstanding norms 
and practices. The government is driving towards better care for people with 
dementia, but this may not be possible unless changes in discourses are
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enabled. This study suggests it would be beneficial to move away from 
individualised pathology discourses towards a consideration for personal 
and contextual factors. This may be possible through education and training 
that focuses on the importance of language in healthcare. Subtle changes in 
terminology such as 'distress reaction' may open up opportunities for staff 
to locate the 'problem' away the service user. This may make available new 
ways of seeing and being with the service user, in addition to new ways of 
delivering care services.
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Appendices
Appendix A: Participant information
Age
20-30/ Six participants in this age range 
37-47/ One person in this age range 
42-60/ Five people in this age range
Gender:
A4a/g/ One participant 
7^g/Ma/g/ Eleven participants
Ethnicity
IFZzfYg Five participants described themselves as belonging to this
ethnic group
.g/ac^y^zczzM/ Two participants described themselves as belonging to this 
ethnic group
IFZzztg T^z/zpmo/ Two participants described themselves as belonging to this 
ethnic group
/4.yzaM/ One participant described themselves as belonging to this ethnic 
group
R/acA: M^wntza»/ One participant described themselves as belonging to this 
ethnic group
LazzAaM. One participant described themselves as belonging to this 
ethnic group
Job Titles
J7ga//Zz caz'g ay.yz.y/(3zzr/ Six participants had this job title
3gzzzoz" caz-gz-/ Two participants had this job title
73ozzzg zzzazzaggz"/ Two participants had this job title
Dgpzzry Mzzzaggz-: One participant had this job title
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GzzzY Mzzzaggr- One person had this job title.
Length of Service 
7-3ygar.y.' Six participants
9 - 79ygar.ÿ. Four participants
29 -23ygar.y.' Two participants
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Appendix B: Ethical approval
<  UNIVERSITY OF
# SURREY
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics
Committee
University of Surrey
Faculty of Arts and 
Human Sciences
Guildford, S u rrey  GU2 7XH UK
T: +44 (0)1483 689445 
F: +44 (0)1483 689550
www.surrey.ac.uk
Emma Day
Trainee Clinical Psychologist 
School of Psychology 
University of Surrey
21"'March 2012
Dear Emma
Reference: 713-PSY-12 RS
Title of Project: A discourse analysis of professional care-staff views 
of challenging behaviour amongst service users
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has now given 
a favourable ethical opinion.
If there are any significant changes to your proposal which require further 
scrutiny, please contact the Faculty Ethics Committee before proceeding 
with your Project.
Yours sincerely
Dr Adrian Coyle 
Chair
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Appendix C: Participant information sheet UNIVERSITY OF
SURREY
Participant Information Sheet
FOR Ff/Tf/RE EEEEEEACE
Study Title: Exploring challenging Behaviour and dementia.
My name is Emma Day and I am a Trainee Clinical Psychologist at the 
University of Surrey. I am conducting this study as part o f my graduate 
training programme in Clinical Psychology and I would like to invite you to 
take part. Before you decide you need to understand why the research is 
being done and what it would involve for you. Please take time to read the 
following information carefully and please ask questions if there is anything 
that is not clear or if  you would like more information.
W hat is the purpose of the study?
A common difficulty with looking after people with dementia is service 
users displaying behaviour that can be deemed to be 'challenging'. Research 
suggests that there may be lots of different ideas and viewpoints as to what 
causes and maintains 'challenging' behaviour. Thus, the aim of this study is 
to look at how staff understand and talk about challenging behaviour. It is 
hoped that this may contribute to improving our ability to care for people 
with dementia and may help services to better understand ways to support 
their staff and service users to provide the best quality care.
W hy am I being invited to take part?
You have been invited to take part as I am keen to talk with experienced 
staff (minimum of one year's experience) that help and support people with 
dementia and challenging behaviours.
Do I have to take part?
It is up to you to decide if  you want to take part and there will be no negative 
consequences if you decide not to. We will go through this information sheet 
together, which I will then give to you and you are free to ask questions for 
further information. I will then ask you to sign a consent form to show you 
have agreed to take part. You are free to withdraw at any time, without 
giving a reason.
W hat will happen if I take part?
If you decide to volunteer to take part in this study, I will arrange a 
convenient time for you to attend an individual meeting with myself. This 
meeting will be informal and you will be invited to share your ideas about 
challenging behaviour displayed by service users with dementia. Although I
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am keen to hear about your experiences, I would ask yon not to mention 
service user names or provide me with any other identifying information.
In the meeting, yon can say as much or as little as you like, and please note 
that the meeting will be audiotaped so I can remember your responses at a 
later date. Once I have written up the research project I will provide you 
with a summary of my findings.
W hat are the possible benefits of taking part?
Participating in this study may provide you with an opportunity to think 
about your understanding of challenging behaviour in dementia. It may help 
you to think about what may be causing or contributing to the display of 
challenging behaviour. You will also be part of an important part of research 
that intends to develop our understanding of challenging behaviour in 
individuals with dementia. As a result, the research may contribute towards 
better services for both staff and the clients with dementia.
As an additional incentive, all participants (roughly 10 in total) who
complete the study have the option of being entered into a prize draw in 
which you can win £40 of Amazon vouchers.
Confidentiality
All identifying details (including information about age, gender, ethnicity 
etc) will be kept confidential and only be seen by myself and my 
supervisors. However confidentiality may be broken in the event of 
malpractice as I will have a duty to report any concerns to my supervisor.
The data gathered will be password-protected and access will be restricted 
to myself and my two supervisors. The data will be stored confidentially 
within the psychology department in accordance with the Data Protection 
Act 1998 for up to ten years. The study will be completed in July 2013, and 
it is hoped that the findings will be published in an academic journal.
Complaints
If you have a concern about any aspect of this study, please contact me and I 
will do my best to answer your questions. If you remain unhappy, please 
contact my supervisor Dr Brown, on the contact details below.
Ethics Approval
This study has received a favourable ethical opinion from the Ethics 
Committee o f the Faculty of Arts and Human Sciences at the University of 
Surrey.
Contact Details
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Researcher: Emma Day (Trainee Clinical Psychologist). Details removed 
for confidentiality.
University Supervisor: Dr Dora Brown (Lecturer). Details removed for 
confidentiality.
Field Supervisor: Dr Lucy Hoole (Clinical Psychologist). Details removed 
for confidentiality.
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Appendix D: Consent form UNIVERSITY OF
SURREY
Consent Form
Study Title: Exploring Challenging Behaviour and Dementia
I understand that my participation in this research study is voluntary 
and that I am free to withdraw from it at any time without having to 
give a reason.
I have read and understood the Participant Information Sheet 
supplied and have had the opportunity to consider the information, 
ask any questions and have had these answered satisfactorily. I have 
been given a full explanation by the researcher about the nature and 
purpose of the study and of what I will be expected to do. I have 
been advised about any potential effects on my well-being, and how 
these can be supported. I agree to let the researcher know 
immediately if  I feel distress or discomfort or feel unwell in any way 
during the research.
• I understand that all personal information about me is held and 
processed in the strictest confidence, and in accordance with the 
Data Protection Act 1998. I agree that the results of the research can 
be used in any way, as long as my anonymity is preserved.
# I know how to contact the researcher should I wish to ask any further 
questions or withdraw from the study. I also have details of who to 
contact in the event that I have a complaint to make.
Name of participant:
Signature:
Date:
Name of researcher:
Signature:
Date:
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Appendix E: Semi-structured interview schedule
+ UNIVERSITY OF
Interviev»  ^Schedule
Study Title: Exploring Challenging Behaviour and Dementia
Please note tha t because participants will provide varying levels of 
inform ation, different questions/prom pts may be used. The below 
questions are a general guide and follow up questions (as per the notes 
in italic and the prom pts) will be shaped depending on the participants 
response.
Introduction
Thank you for participating in this meeting. As you know, this research is 
looking into how professional care staff understand and talk about 
challenging behaviour in people with dementia. The interview will last 
roughly 45minutes and it would be helpful if you can think of specific 
client's when thinking about challenging behaviour, but please do not 
mention their names or any other information that may identify them.
Please let me know if  1 say anything that does not make sense and feel free 
to ask questions as we go along. It is perfectly fine if  you would prefer not 
to answer any questions and if  you would like to leave the meeting at any 
point, just let me know and you do not have to say why. Also, please let me 
know if you need a break at any time. If it looks like we may run over the 
hour, I will stop and ask if you would like to continue if we have not run 
through all the questions.
Do you have any questions before we start?
Collate background details of participants
- Name, age, job title, ethnicity, professional qualifications, length 
of experience with working with dementia and challenging 
behaviour and length of time working in current setting
1. Can we begin by you telling me about your experience of working in 
this residential/nursing home? (How long have you worked here? 
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Do you enjoy the work -  why/why not? Why did you choose to 
work here?)
2. If I say to you 'challenging behaviour', what do you think that 
means? (Why do you think that? Could you tell me more about 
that? What experiences/ideas have helped you to think about 
challenging behaviour?)
3. How do you see the people you look after here and their situations? 
(Why do you think that?)
4. Would you say the term 'challenging behaviour' applies to the 
people you look after here? How so/Why not?
(In what way is the behaviour challenging? What happens when 
people exhibit this kind o f  behaviour? Can you think o f  any particular 
examples? Can you give me any more details about the behaviour, 
consequences etc.. What do you think has led to that behaviour? Do 
you think others would agree with you that some o f  the residents^ 
behaviour could be considered ^challenging’?)
5. Would you recommend your job to others? Why/Why not? Do you 
think others who work here would recommend the job? WhyAVhy 
Not?
6. Is there anything else you would like to tell me, about the 
understandings you have of "challenging behaviour" gained through 
your experience of working with service users with dementia?
Thank you for taking part in this meeting. Your responses are of great value 
and I will be sending out a summary of the findings to all participants once I 
have written the report. Please be aware that this may be in several months' 
time. I would like to reassure you again that all your responses will remain 
confidential and anonymous; however you do have the right to withdraw 
your data at any point.
G eneral prom pts to be used throughout the interview:
Could you tell me more about that?
What makes you say/think that?
Why is that, do you think?
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Appendix F; Transcription notation
Transcription notation: Potter and Wetherell (1987)
1. Square bracket in the blank line between speakers' talk marks the start 
of overlap
between utterances.
2. An equals sign at the end o f a speaker's utterance and at the start of the 
next utterance indicates the absence o f a discernible gap.
3. A full stop in brackets indicates a pause. Pauses have not been timed.
4. Two colons indicates an extension of the preceding vowel sound.
5. Underlining indicates that words are spoken with added emphasis.
6 . Round brackets indicates that there is doubt about the accuracy of the
material in the bracket.
7. Round brackets around the word inaudible indicates that the speaker's 
utterance was inaudible.
8. Square brackets denotes information which has been added for 
clarification or that information has been deliberately omitted for the sake of 
anonymity.
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Appendix G: A worked example of part of a transcript
Extract taken from the 12th interview: 4th September 2012
To maintain anonymity a full example of a transcript is not provided. 
However, this extract provides an example of the initial reading of the data 
in order to interpret the ways participants were constructing dementia and 
challenging behaviour and thus what discourses they may be drawing upon. 
The data was then read using W illig's (2008) steps to Foucauldian analysis 
as outlined in the method and results section o f this project.
Transcript Reading of the 
transcript
I: ok and if I say to you challengins
behaviour what does that mean to you
P: I don't use challenging behaviour I use
distress reactions=
I: =mmhm=
P: = It's just a different way of looking at it 
I: yes
P: I don't think anybody is challenging in 
their own right as all they are wanting to do 
is make vou aware of something that perhaps 
they are not getting (.) or perhaps someone is 
treating them wrongly (.) or perhaps 
something they are wanting (.) so:o you've 
got to stand back and analyse that (.) so I 
think everybody's challenging behaviour can 
be resolved
I: mmhm
P: yeah
I: and when you say distress reactions .can
Constructing challenging
behaviour as a “distress 
reaction"
Challenging behaviour as a 
signal for an unmet need, a 
signal for help.
Challenging behaviour 
needs resolving -  perhaps 
changing in some way?
Challenging behaviour 
requires others (professional 
staff?) to resolve it -  the 
service user needs the help 
of staff?
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you say any more about that
P: e:rm (.) I think it's about say somebody's 
sat down for their food and they're given 
their food but they didn't quite get the 
concept to eat it and straight away they start 
crying out or perhaps they take the plate and 
throw it on the floor (.) and that to me is a 
distress reaction and you need to stand back 
and say to yourself well think about the 
whole scenario (.) why did it happen (.) and it 
could be simnlv you didn't cut the food up 
.you didn't sit beside them or perhaps the 
whole setting was wrong for them as well (.) 
so you just need to analyse it and it won't 
happen just like that it may take a week it 
might take a month but you'll get there in the 
end
I: mmhm 
P: ye:ah
I; so you said things like crying out or 
throwing the plate on the floor
P:yeah
I: they're kind o f distress reactions^ 
P: =yes=
I: can you give any other examples
The use of "everybody's 
challenging behaviour" -  
closing the dialectical gap 
between staff and service
users.
Challenging behaviour is 
crying, throwing things on 
the floor.
Challenging behaviour 
requires a holistic approach 
-  lot of things may impact 
on it -  functional analysis?
The environment can 
impact on challenging
behaviour
Reaction to the 
environment? Potential 
implication that staff not 
doing their job properly? 
Staff responsibility to 
understand why challenging 
behaviour has occurred and 
to think of ways to resolve 
it?
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Research Log
Years 1, 2 and 3: September 2010 -  2013
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Research Log
Formulating and testing hypotheses and research qucstiws
x / t
2 Carrying out a structured literature search using infonnation technology and 
litaature search tools
Critically reviewing relevant likrature and evaluating research methods
Formulating q)cciAc research questions
5 Writing brief research proposals
6 Writing detailed research proposals/protocols
7 Considoing issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly________________________
Obtaining tq^ poval &om a resorch ethics committee
9 (Ataining a^ qmrpdate stçcrvision fw research
10 Obtaining i^propriate collaboration for research
11 Collecting data &om research participants
12 Choosing appropiate design fix research questions
13 Writing patient information and cmisent fixms
14 Devising and administering questionnaires
15 Negotiating access to study participants in applied NHS settings
16 Setting tç a data 61e
17 Conducting statistical data analysis using SPSS
y
18 CWsing appropriate statistical analyses
19 Preparing quantitative data for aialysis
20 Œoosing ^ qxopiate quantitative data analysis
21 Summarising results in Ggures and tables
22 Conducting semi-structurcd interviews
23 Transcribing and analysing interview data using qualitative methods
24 Choosing appropriate qualWve analyses
25 Interpreting results 6om quantitative and qualitative data analysis
26 Pre%nting research W ings in a variety of contexts
27 Producing a written report on a research project
\X T
28 Defending own research decisions and analyses
29 Submitting research repwts fix publication in peer-reviewed journals or edited book
30 Applying research Gndings to clinical practice
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Abstract
This study aimed to investigate the perceptions of the social networking site 
'Facebook' amongst its users. Quantitative research on this topic has tended 
to focus on campus-based student samples, and a qualitative approach and a 
non-student sample was selected here in order to generate richer data for 
analysis within a wider group o f Facebook users. Semi-structured 
interviews were carried out with four participants, and data was analysed 
using a Thematic Analysis approach. Four major themes emerged from the 
data: 'communication', 'knowledge of others', 'change in use over time', 
and 'the 'dark side' o f Facebook'. Participants noted the utility of Facebook 
in enhancing communication and increasing knowledge of others, both close 
and distant fiiends. A general trend for fluctuating use o f Facebook over 
time was reported. Concerns were raised over the possible addictive and 
psychologically or socially damaging impact o f using Facebook. 
Differences also emerged between the constructions of how Facebook could 
be used, and the ways in which participants actually felt they used the site. 
Implications for the role of Facebook in both individual and wider social 
contexts are discussed, and directions for further research are suggested.
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January 2013
Submitted to the University of Surrey’s Postgraduate 
Research Conference
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